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1886  Cousins,  John  Ward,  M.D.,  Riversdale,  Kent  Road,SoutIisea.    Trans.l. 
1882     CoxwELL,  C.  F.,  M.B.,  Brighton,  Melbourne,  Victoria.     Trans.  2. 

1897  Crawfurd,  Raymond  H.  P.,   IM.D.,    71,    Harley    Street,    Cavendish 

Square,  W.     C.C.  2. 
1879     Cripps,  William  Harrison,  2,  Stratford  Place,    W.      (C.  1SS6-S.) 

Trans.  3. 
1872     Critchett,  Sir  G.  Anderson,  21,  Hurley  Street,  W. 
1877    Crocker,    Henry   Radcliffe,    M.D.,    121,   Harley    Street,   W.     (C. 

1884-5.)      Trans.  16. 
1896     Ceooke-Lawless,  W.  R.,  Surg.-M^ij.  A.M.S.,  M.D.,  Guards'  Club,  S.W. 

1596  Crosse,  William  Henry,  M.D.,  27,  Albemarle  Street,  Piccadilly,  W. 

1898  CkoucHjHerbertChaluce.SI,  Wilbeck  Street,  Cavendisli  Square,  W. 


xxviii  List  of  2Ieyahers. 

Elected 

1890  Ceowle,  TnosiAS  Hexhy  Riceaed,  35,  St.  James's  Place,  S.W. 
1893     Curtis,  Hexet  Jones,  M.l).,  U.S.,  15,  Harley  Street,  W.     C.C.  1. 
1872     Dalbt,  Sir  William  Baetlett,  M.B.,  18,  Savile  Row,  "\V.     (C.  1S79- 

81.)     Trans.  4. 

1896  Dalton.Noe.uax,  :\r.D.,  4,  Mansfield  Street,  Portlaud  Place,  AV.  Trans. 

2,  C.C.I. 
1S98     DAELEr-HARTLET,   WiLLiAM,    M.D.,    Scapoiuts,    Cajc    Tuwn,    South 
Africa. 

1893  Dafbee,    John    Hexet,   M.B.,    B.Cb.,   29,   Charles   Street,   Berkeley 

Square,  W. 
1886     Daties,  Aethce  T.,  M.D.,  23,  Finsbury  Square,  E.C.     (C.  1897-1900.) 

C.C.  13. 
1879     Davy,  Hexet,  M.D.,  29,  Southernhay,  Exeter. 
1889     Deax,  Hexey  Pkbcy,  M.B.,  69,  Harley  Street,  W. 

1897  Deane,  Johk  Henet,  50,  Walhvood  lloail,  Leytonstone,  Essex. 
1899     De  Chazal,  Edmoxd  LrciEX,  il.D.,  Port  Louis,  Mauritius. 

1879     Dennis,  Feederic  S.,  M.D.,  542,  Madisou  Avenue,  Xew  York,  U.S.A. 
1875     Dext,  Clinton  T.,  61,  Brook  Street,  W.    (C.  1884-6.)   Trans.  5.  C.C.  1. 
O.M.     Dickinson,    William    Howship,    M.D.,    9,   Chesterfield    Street,   W. 
(C.  1874-5,  V.P.  1888-9.)     Trans.  2. 

1891  DiCKiNSOX,    William    Lee,    M.D.,   9,   Chesterfield   Street,   W.      (C. 

1902-  .)     Tra?is.  8,  C.C.  1. 

1894  Dickson,  Thomas  Hugh,  M.B.,  B.C.,  H.M.  Customs,  Lower  Thames 

Street,  E.C. 
1871     Ditee,    Ebenezee,    ^I.D.,    "  Garstone,"    St.    Margaret's-on-Thanus, 
Twickenham.     (C.  1890-2.)     Trans.  1. 

1901  Douglas,  John  J.,  M.D.,  42.  Central  Hill,  Norwood,  S.E. 

1868  Drage,  Charles,  M.D.,  Hatfield,  Herts. 

1896  Drew,  Docglas,  M.D.,  B.S.,  49,  Devonshire  Street,  Portland  Place,  W. 

O.M.  Duckwoeth,  Sir  Dyce,  M.D.,  LL.D.  11,  Grafton  Street,  Bond  Street, 

W.     (C.  1875-7,  V.P.  1887-8,  P.  1891-2.)     Trans.  20,  C.C.  7. 

1884  Duke,  Edgae,  11,  Wilbury  Road,  Hove. 

1869  Duke,  Ollivee  Thomas,  M.B.,  Surgeon,  Bengal  Army,  India. 
1899  DuxCAN,  Andee\y,  M.D.,  24,  Chester  Street,  Grosvenor  Place,  S.W. 
1889  Duncan,  John,  M.D.,  St.  Petersburg. 

1889     Dunn,  Louis  Albeet,  M.S.,  51,  Devonshiie  Street,  Portland  Place,  W. 

(C.  1899-1902.)      Trans.  2,  C.C.  2. 
1884     Edmunds,  Walter,  M.  C,  2,  Devonshire  Place,  Portland  Place,  W.    (C. 

1902-  .)     Trans.  2. 
1899     EiD,  Alfred,  M.D.,  Cairo,  Egypt. 

1902  Elliot,  Andbew,  ]M.D.,  11,  Upper  Berkeley  Street,  Portman  Square, 

W. 
1882     Emond,  Emile,  M.I).,  113,  Boulevard  Beanmarcliais,  Paris. 
1868     Evans,  Julian,  :M.B.,  123,  Finborougb  Road,  Redclille  Sauare,  S.W. 


List  of  Menihers.  xxix 

Kr.ECTED 

1893     Evans,  Willmott  H.,  M.D.,  15.8.,  2,  Uppei  Wimpole  Street,  Cavciulish 

Squnre,  W.     C.C.I. 
1S88     EVE,   Frederic  S.,   125,   Hsirley   Street,   Cavendish  Square,  W.     (C. 

1899-1902.)      Trans.  4,  C.C.  10. 

1877  EwART,  William,  M.D.,  33,  Curzon  Street,  W.    (C.  1884-6.)    Trans.  4, 

C.C.  4. 

1899  Fagge,   Charles  Herbert,  MS.,   22,  St.   Tliomas's   Street,   Londou 

Bridge,  S.E. 
1SG8     lairbank,  Frederice    Hotstox,    M.D.,    Westeott,  Dorking',   Surrey. 

Trans.  2. 
1889     Faedon,  Edward  Ashbt,  Middlesex  Hospital,  "\V. 

1900  Fawcett,  John,  .M.D.,  2G,  St.   Thomas's  Street,   Loudou   Bridge,  S.E. 

Trans.  1. 

1885  Fenn,  Edward  Liveing,  M.D.,  Grey  Friars,  Colchester. 

1902     Fennell,    Charles    Henet,   M.B.,    10,    Devonshire   Street,  Portland 
Place,  W.      C.C.  1. 

1887  Fenwice,  E.  Hurry,  14,  Savile  Row,  W.     Trans.  2,  C.C.  2. 
1872     Fenwick,  J.  C.  J.,  M.D.,  Long  Framlington,  Morpeth. 

1893  Fexwick,  William  Soltaf,  M.D.,  8,  Devonshire  Street,  W.    Trans.  2. 

1878  Field,  George  P.,  34,  Wimpole  Street,  W. 

187G     FiNLAT,    Datid    White,    M.D.,  2,  Queen's  Terrace,  Aberdeer..      (C. 
1885-7,  S.  1891.)     Trans.  7. 

1894  Fletcher,  Herbert  Moelet,  M.D.,  98,  Harley  Street,  W.     Trans.  1. 
1878     FONMARTIN,  Henry  de,  M.D.,  2G,  Xewberry  Terrace,  Lower  BuUar 

Street,  Xichois  Town,  Southampton. 

1889  Forbes,  Daniel  Maceay,  32,  Oakfield  Road,  West  Croydon. 

1890  Foster,  Michael  G.,  M.B.,  M.A.,  Villa  Camilla,  San  Remo,  Italy. 

1898  Fowler,  Charles  Owen,  M.D.,  Cotford  House,  Thornton  Heath,  Surrey. 
1881     Fowler,  James  Kingston,  M.D.,  35,  Charges  Street,  W.     (C.  1887-9, 

1899-1902,  S.  1S9G-9.)     Tran.'<.  4,  C.C.  6. 

1886  Fox,  R.  Hingston,  M.D.,  23,  Finsbury  Square,  E.C.     C.C.  1. 

1878     Fox,  Thomas  Colcott,   M.B.,  14,  Harley  Street,  W.     (C.  1888-90.) 

Trans.  7,  C.C.  2. 
1893     Foxwell,  Aethue,  M.D.,  22.  Xewhall  Street,  Birmingham. 
1902     French,  Herbert,  M.B.,  26,  St.  Thomas's  Street,  London  Bridge,  S.E. 
1897     Feipp,  Alfred  Downing,  C.B.,  M.V.O.,  M.S.,  19,  Portland  Place,  W. 

Trans.  3. 

1901  Feith,  Walter  S.,  M.B.,  The  Limes,  Rickmansworth,  Herts. 

1899  FiJETH,  Kael,  M.D.,  94,  Harley  Street,  W^ 

1890  Fuller,  Henry  Roxburgh,  M.D.,  45,  Curzon  Street,  W. 
1897     Furnitall,  Percy,  2S,  Weymouth  Street,  Portland  Place,  AV. 

1891  Fyffe,  W.  Kington,  M.B.,  B.C.,  19,  Duke  Street,  Manchester  Square, 

W.     (Travelling,  New  Zealand.)     Trans.  1. 

1888  Gage-Brown,  Charles  Heebeet,  M.D.,  85,  Cadogau  Place,  S.W. 


XXX  List  of  ^femhers. 

Elected 
1S95     Galloway,  James,  M.D.,  54,  Iliirley  Srreet,  W. 
1SS7     Gatirod.  ARcniBALD  Edward,  M.A.,  M.D.,  0,  Cliaiulos  Street,  Caven- 

di>li  Square,  W.     (C.  1S9S-1901.)      Trans.  4,  C.C.  3. 
1879     Garstaxg,  Thomas    Walter    Harropp,  EnglefieUl,   DeLmicr  lload, 

Bowdon,  Cheshire. 
1885     GiBBOXS,  UoBEUT  Alexaxder,  M.I).,29,  Catlojan  Phice,  S.W.  Trans.  1. 
1893     GiBBS,  Charles,  115,  Harley  Street,  W. 
1875     Gildart-Smith,  T.,  M.A.,  :M.1).,  fiS,  Harley  Street,  W.     (C.  18S3-5.) 

1868  Glover,  James  Grey,  M.D.,  25,   Highbury  Place,  X.     (C.  1878-80. 

Y.P.  1892-4.)     Trans.  2. 

1893  Glover,  Lewis  G.,  :M.B.,  B.C.,  17,  Relsize  Park,  Hampstead,  X.W. 
1875     GODLEE,  Pv iceman  Johx,  M.S.,  19.  Wimpole  Street,  W.     (C.  1SS2-3, 

1887-9,  S.  1884-6,  Y.P.  1895-8.)     Trati.t.  14,  C.C.  10. 
1901     GoFFE.  Ernest  George  Leopold,  Western   Hospital,  Seagrave  Eoad, 

Fulhain,  S.W. 
1882     GoLDiE,  Robert  William,  Hirst  House,  Hirst,  Morpeth,  Xorthuiuber- 

laiul. 
1878     GOLDiXG-BiRD,  C.  H.,  M.B.,  12,  Queen  Anue  Street,  W.     (C.  1887-9.) 

Trans.  18,  C.C.  1. 

1894  GooDALL,  Edward  Wilberfokce,  il.D.,  Eastern  Hospital,  Honiertoii, 

X.E.     Trans.  5. 
1875     GooDHART,    James    Frederic,   M.D.,    25,   Porthnul    PLice,   W.     (C. 

1S80-2,  V.P.  1897-lQOO.)     Trans.  14,  C.C.  2. 
1891     Goodmax,  Roger  Xeville,  M.B.,  Elmside,  Kingston-oii-Thanies. 

1869  GooDRiDGE,  Henry  Frederick;  ArGusTUs,  M.D.,  10,  Brock  Street,  Bath. 
1882     GooDSALL,  D.  H.,  17,  Devonshire  Place,  W. 

1877     Gould,  A.  Peahce,  M.S.,  10,  Queen  Anue    Street,   W.     (C.    1S85-7, 

18^5-8,  S.  1S92-5,  V.-P.  1S9S-1901.)     Trans.  14,  C.C.  9. 
1901     GowAX,  Bowie  Campbell,  Great  Staumore,  Middlesex. 
1875     Gowers,  Sir  William  Richard,  IM.I).,  F.R.S.,  50,  Queen  Anue  Street, 

W.     (C.  1881-2.)     Trans.  5. 
1891     Grant,  J.  Duxdas,  M.D.,  IS,  Cavendish  Square,  W. 
1868     Greek,   T.   Hexry,   M.D.,   74,    Wimpole   Street,    W.       (C.    1877-9.) 

Trans.  2,  C.C.I. 
1875     Greenfield,  William  Smith,  I\LD.,   7,  Heriot  Row,  Edinburgh.      (C. 

ISSl.)     Trans.  3. 
1893     GRIFFITH,  Waltkr  Spencer  Axdersox,  IM.D.,  90,  Harley  Street,  W. 

1895  Grube,  Karl,  M.D.,  Xeucnahr,  Gerniiiuy.     Trans,  l. 

1895     Guthrie,   Leoxard    George,   M.D.,  15,   Upper  Berkeley  Street,  W. 

C.C.  7. 
1887     Habershox,  Samuel    Herbert,  M.D.,   SS,   Harley   Street,   W.     (C. 

1901-  .)     C.C.  1. 
1900    Hauley,  Wilfred  J.,  M.D.,  58,  Harley  Street,  Cavendish  Square,  W. 
1875     Hale,  C.  D.  B.,  3,  Sussex  Place,  W.     Trans.  1. 
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PJlected 

1878  Hall,  F.  de  Havilland,  IM.D.,  47,  Wimpolc  Strei-t,  W.     (C.  1885-7.) 

Trans.  S,  C.C.  5. 

1889  Halstead,  Geoboe  Ezra,  M.I).,  U.S.,  Albion  Hill  House,  llamsgate. 

1888  Handfield-Jones,  Montagu,  M.D.,  35,  Cavendish  Squiire,  W. 

1886     Handfoi-d,  Henry,  M.D.,  G,  Re-eut  Street,  Nottiugliam.      (C.  1893-4.) 

Trans.  S,  C.C.I. 
1886     Haedie,  James,  M.D.,  15,  St.  Joliii  Street,  Maucliester. 

1890  Harper,  James,  M.D.,  25,  Rosary  Gardens,  South  Kensington,  S.W. 
1872     Harris,  Henry,  M.D.,  Trengweath,  Redruth,  Cornwall. 

1889  Harris,  Herbert  Elwin,  M.B.,  13,  Lansdown  Place,  Victoria  Square, 

Clifton,  Bristol.     Trans.  1. 
1881     Harrison,    Charles    Edward,   M.B.,    Grenadier    Guards    Hospital, 

Rochester  Row,  S.W. 
1892     Harrison,  Damee,  53,  Rodney  Street,  Liverpool.     Trans.  1. 
1869     HAWARD,  J.  Warrington,  57,  Green   Street,  Grosvenor  Square,  W. 

(C.  1876-8,  1884-6,  S.  1881-3,  V.P.  1888.)     Trans.  15. 

1899  Hawkes,  Claude  Somertille,  Glencairn,  Wickliam  Terrace,  Brisbane, 

Queensland,  Australia. 
1886     Hawkins,    Feancis    Henry,    M.D.,    73,    Loudon    Street,    Reading. 
(C.  1902-  .)     Trans.  4,  C.C.  3. 

1889  Hawkins,  Herbert  Pennell,  M.D.,  B.Ch.,  56,  Portland  Place,  W. 

(C.  1900--  .)     Trans.  1. 

1890  Hawkins-Ambler,  George  Arthur,  30,  Rodney  Street,  Liverpool. 

1900  Hayward,  John  Arthur,  M.D.,   17,   Lingfield   Road,  Wimbledon, 

S.W. 

1879  Henderson,    George    Courtenay,  M.D.,   Kingston,   Jamaicn,   West 

Indies. 
1884     Heeringham,  Wilmot    Parker,  M.D.,  40,  Wimpole  Street,  W.     (C. 

1891-7.)     Trans.  6,  C.C.  3. 
1888     Hetherington,  George  Haynes,  3,  Museum  Street,  Ipswich. 
1897     Hillier.  Alfred  P.,  j\r.D.,  CM.,  30,  Wimpole  Street,  W. 
1874     Holderness,  William  Brown,  15,  Park  Street,  Windsor. 
1868     Holman,  Constantine,  M.D.,  26,  Gloucester  Place,  Portman  Square,  W. 

(C.  1894-7.) 
O.M.     Holmes,  Timothy,  6,  Sussex  Place,  Hyde  Park,  W.      (C.  1887-9,  V.P. 

1873-5.)     Trans.  16. 
1878     Hood,  Donald  William  Charles,  M.D.,  43,  Green  Street,  Park  Lane, 

W.    (C.  1891-3.)   Trans.  1. 
1884     Horsley,  Sir  Victor,  IM.B.,   F.R.S.,   25,  Cavendish  Square,  W.     (C. 

1894.)     Trans.  2,  C.C.I. 

1901  Hokton-Smith,  Pekcital,  M.D.,  15,  Upper  Brook  Street,  Grosvenor 

Square,  W. 
1895     Hough,  Charles  Henry,  Full  Street,  Derby. 

1880  HOVELL,  T.  Mark,  105,  Hariey  Street,  W.     Trans.  1. 


xxxii  List  q/  Memhers. 

Elected 
1893     HowAED,  R.  J.  Bliss,  M.D.,  31,  Queeu  Anne  Street,  W. 

1876  HowsE,  Sir  Hesey  Geeexway,  M.S.,  59,  Brook  Street,  Vr.    (C.  lSSi-3, 

V.P.  1890-2.)     Trans.  3. 
1898     Hulke,  Sydney  Backhotse,  Ivy  House,  Walmer,  Kent. 
1897     HuiiPHKYS,  Chaeles  B.,  Eagle  House,  Blundford,  Dorset. 

1897  Hunt,  Geoege  Bekteam,  M.B.,  47,  Albemarle  Crescent,  Scarborough. 

Trans.   1,  C.C.  1. 

1892  HrxTER,  Williaii,  M.D.,  103,  Harley  Street,  W. 

O.M.     Hutchinson,  Jonathan,  F.R.S.,  15,  Cavendish  Square,  W.   (C.  1S67-S, 
V.P.  1875-6.)     Trans.  1'^,   C.C.I. 

1896  Hutchinson,  Jonathan,  jun.,  15,  Cavendish  Square,  W.    (C.  1902-  .) 

Trans.  4,  C.C.  5. 

1893  loNiDES,  Theodoee    Henry,  M.B.,  B.S.,  30,  Pahueira    Square,  West 

Brighton. 
1883     Jackson,  Geoege  Heney,  Ashburton,  Carew  Road,  Eastbourne. 
O.M.     Jackson,   J.   Hughlings,  M.D.,  F.R.S.,   3,  Manchester   Square,    W. 

(C.  1872-3,  V.P.  1SS7.)     Trans.  2,  C.C.I. 

1877  Jacobson,  Waltee  Hamilton  Acland,  M.B.,  M.Ch.,  66,  Great  Cumber- 

laud  Plnce,  W.     (C.  1890-2.)     Trans.  2,  C.C.  1. 

1888  James,  James  Thomas,  M.D.,  30,  Harley  Street,  W. 

1901  Johnson,  Edwaed  Angas,  M.B.,  B.S.,  St.  Catherine's,  Prospect,  South 

Australia. 

1889  Johnson,  Raymond,  M.B.,  B.S.,  11,  Winipole  Street,  W.     (C.  1900-  .) 

Trans.  5,  C.C.  3. 
1893     Johnston,  G.  F.,  M.D,,  3,  Montagu  Place,  Montagu  Square,  AV. 

1878  Johnston,  William,  M.D.,  M.C.,  16,  Lonsdale  Terrace,  Upper  Kent 

Street,  Leicester. 

1898  Jones,  Robeet,  11,  Nelson  Street,  Liverpool.     Trans.  2. 

1872     Jones,  Thomas  Ridge,  M.D.,  4,  Cliesham  Place,  S.W.     (C.  1892-3.) 
1876     JOEDAN,  FUENEAUX,  Harboruc,  Birmingham.     Trans.  1. 

1902  JowEES,  Reginald  F.,  55,  Brunswick  Square,  Brighton. 

1886  Julee,  Heney  Edwaed,  23,  Cavendish  Square,  W. 

1878     Keetley,  ChaEles  Robeet  Bell,  56,  Grosvenor  Street,  W.  (C.  1895-8.) 

Tra7is.  2. 
1898     Kellock,  Thomas  Hebbert,  8,  Queen  Anne  Street,  Cavendish  Square, 

W.     Trails.  2,  C.C.^. 
O.M.     Kelly,  Chaeles,  M.D.,  Ellesmere,  Gratwicke  Road,  Worthing,  Sussex. 
1901     Kelynace,  Theo.  K.,  M.D.,  53,  Harley  Street,  W. 
igOl     Keogh,  Lieut. -Col.  Alfred,  C.B.,  M.D.,  18,  Victoria  Street,  S.W, 

1897  Keysee,  Chaeles  Ralph,  29,  Hamilton  Terrace,  N.W. 

1883     KiDD,  Peecy,  M.U.,  60,  Brook  Street,  W.  (C.  1891-2,  1902-  ,  S.  1899- 
1902.)     Trans.  4,,  C.C.  9. 

1887  Knag?s,  R.  Lawfoed,  B.C.,  27,  Park  Square,  Leeds.     Trans.  2. 
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Elected 

1878     Lacet,  Thomas  Warnek,  196,  IJun-ase  Rnail,  Pluiustead. 
1897     Lamplougii,  Charles,  Cliatteiis,  Canihiidjjeshire. 
1890     Lancastek,   Ernest    Le    Croniek,  :\r.B.,   IJ.Cli.,    Winchester    House, 
Swansea,  S.  Wales.     Trans.  2. 

1895  Lane,  James  Ernest,  46.  Queen  Anne  Street,  W.     Trans.  1. 

1883     Lane,  William  Arduthnot,  M.B.,  M.S.,  21,  Cavendish  Square,  W. 

(C.  1893-G.)     Trans.  29,  C.C.  10. 
O.M.     Langton,  John,  62,  Harley  Street,  W.     (C.  1878-80,  V.P.  1892-4, 

P.  1897-9.)     Trans.  5. 
1886     Lankester,  Herbert,  M.D.,  Inirleborongli,  Woking,  Surrey. 
1885     Larder,  Herbert,  Whitechapel  Infirmary,  Vallance  Road,  E.     C.C.  1. 
1893     Lawson,  Arnold,  M.D.,  12,  Harley  Street,  W. 
O.M.     Lawson,  George,  12,  H:irley  Street,  W.     (S.  1871-3,  C.  1874-6,  V.P. 

1881-3.)      Trans.  16. 

1900  Leaf,  Cecil  H.,  M.B.,  75,  Wimpole  Street,  Cavendish  Square,  W. 
1877'    Lediard,  Henry   Ambrose,  ]\LD.,  35,  Lowther   Street,  Carlisle.     (C. 

1889,  v.- P.  1902-  .)      Trans.  5,  C.C.I. 

1896  Leech,  Priestley,  M.D.,  King  Cross,  Halifax. 

1877     Lees,  David    P.,  M.D.,  22,   Weymouth    Street,  W.    (C.  1885,  Y.-P. 

1902-  .)      Trans.  6. 
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1895     Lewis,  Ernest  E.,  M.D.,  Springfield,  Chelmsford. 
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Ladbroke  Grove  lload,  W.     (C.  1890-1.)     Tra7is.  8,  C.C.  16. 
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1887  Penrose,  Francis  George,  M.D.,  84,  Wimpole  Street,  W.     (C.  1896-9.) 

Trans.  1,  C.C.  2. 
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1884  Phillips,  Sidn-ey,  M.D.,  62,  Upper  Berkeley  Street,  W.     (C.  1893-6.) 

Trans.  7,  C.  C.  6. 
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1892    Selwyn-Hartet,  John  Stephenson,  il.D.,  1,  Astwood  Road,  S.W. 

1878  Semon,  Sir  Felix,  M.U.,  39,  Wiuipole  Street,  W.  (C.  1885-7.)  Trans.  8, 

C.C.  3. 
1881.     Sharkey,  SEVMorR  J.,  M.D.,  22.  Harley  Street,  W.     (C.  189.5-8.) 

1898  Shaw,  Harold  Batty,  M.D.,  7,  Devonshire  Street,  Portland  Place,  W. 

C.C.  3. 
1889     Shaw,  Lattriston  Elgie,  M.D.,  64,  Harley  Street,  W.     C.C.  1. 
1875     Sherwood,  Arthur  Paul,  8,  Seaside  Road,  Eastbourne. 
1886     SiLCOCK,  Arthur  Quarry,  M.D.,  B.S.,   52,  Harley   Street,  W.     (C. 

1896-9.)     Trans,  b.     C.C.  2. 

1879  Skerritt,  Edward  Maekham,  M.D.,  Edgecumbe  House,  Ricliuiond 

Hill,  Clifton,  Bristol.     (C.  1895-8.)     Trans.  2. 
1872     Slight,  George,  M.D.,  14,  Old  Burlington  Street,  W. 
1882     Smith,  E.  Noble,  24,  Queen  Anne  Street,  W.     Trans.  1. 
1896     Smith,  Ebenezer  Stanley,  M.D.,    GS,   Wimpole    fctreet.    Cavendish 

Square,  \W . 
1888     Smith,   Frederick  J.,  M.D.,  138,  Harley  Street,  W.     Trans.  2. 

1884  Smith,  R.  Percy,  M.D.,  30,  Queen  Anne  Street,  Cavendish  Square,  W, 

(C.  1898-1901.) 

1893  Smith,  Solomon  Charles,  M.D.,  Four  Oaks,  Walton-on-Thanies. 
O.M.     Smith,  Sir  Thomas,  Bart.,  5,  Stratford  Place,  AV.     (C.  1869-71,  V.P. 

1880-2.)     Trans.  14. 

1894  Smith,  Thomas  Rudolph,  M.B.,  B.C.,  25,  Bridge  Road,  Stocktou-ou- 

Tees. 
1893     Snape,  Ernest  Alfred,  M.D.,  39,  Welbeck  Street,  W. 
1902     Snell,  Sidney  Herbert,   M.D.,  B.S.,  D.P.H-    27,   New   Cavendish 

Street,  W. 
1868     Snow,  William  V.,  M.D.,  Richmond  G-.a-dens,  Bournemouth. 
1890     Solly,  Ernest,  M.B.,  Strathlea,  Harrogate,  Yorks.     C.C.  1. 
1888     Spencer,  Walter  George,  M.S.,  M.B.,  35,  Bi  ook  Street,  W.  (C.  1896-9.) 

Trans.  11,  C.C.  11. 

1885  Spicer,  Frederick,  M.D.,  17,  Wimpole  Street,  Cavendish  Square,  W. 
1888     Spicer,    Robert    Henry    Scanes,    M.D.,  28,   Welbeck    Street,    W. 

C.C.I. 
1882     Spooner,  Frederick  Henry,  M.D.,  4,  Maitland  Place,  Lower  Clapton, 
N.E. 
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Elected 
189(5     SprEEELL,    Charles,   ^Medical   Supcriutendent,    Poplar    and    Stepney 

Sick  Asylum,  Devon's  lload,  Bromley-by-Bo\v,  E. 
1876     Squibe,  a.  Balmanxo,  24,  Weymouth  Street,  W.     Trans.  5,  C.C.  4. 
1892     Stabb,  Ewen  Cautiiew,  57,  Queen  Anue  Street,  W.     C.C.  1. 
1879     Staples,  Feancis  Pateick,  Brigade-Surgeon,  Army  (retired).  (Address 
uncounnuuicated.) 

1896  Stewaed,  Feancis  James,  M.B.,  B.S.,  24,  St.  Tliomas's  Street,  London 

Brid';e,  S.E.     Trans.  2. 
1874     Stirling,  Edwaed  C,  M.D.  [care  of  Messrs.  Elder  &  Co.,  7,  St.  Helen's 
Place,  E.G.],  Adelaide,  South  Australia. 

1888  Stoker,  Geoege,  14,  Hertford  Street,  W.     C.C.  2. 
1899     Stoxe,  William  Gream,  il.B.,  93,  Denmark  Hill,  S.E. 

1884  Stoxham,  Charles,  4,  Ha-.ley  Street,  W.     C.C.  3. 

1878     Steugxell,  Frederick  \Villiam,  Grove  End  House,  Highgate  Road, 

Highgatc,X.W.     C.C.  1. 
1878     Sturge,    William   Allex,    M.D.,  29,   Boulevard   Dubouchage,   Nice, 

France. 
1S94     Suthebland,  George  A.,  M.D.,  73,  Wiuipole  Street,  Cavendish  Square, 

W,    Trans.  1. 
1S82     Symoxds,  Chaetees  James,  il.S.,  58,  Portland  Place,  W.     (C.  lSSS-9, 

1901-  ,  S.  1898-1901.)    Trans.  12,  C.C.  16. 
1876     Symoxds,  Hoeatio  Perct,  35,  Be:iumout  Street,  Oxford. 

1885  Tait,  Edward  Sabine,  M.D.,  48,  Highbury  Park,  N. 

1885  Tait,  Hexet  Brewer,  Lincluden,  Sunnyside  Koad,  Hornsey  Lane,  N. 
]891     Tate,  Walter  William  Hunt,  M.D.,  32,  Queen  Anne  Street,  W. 

1886  Tat,  Waeen,  4,  Finsbury  Square,  E.C. 

1878    Tatler,  Francis  Thomas,  M.B.,  224,  Lewishara  High  Road,  S.E. 

1897  Taylor,  E.  Claude,  M.D.,  B.S.,  Eland  House,  Bosslyn  Hill,  Hampstead, 

X.W. 
1S75     TAYLOR,  Frederick,  M.D.,  {Treasurer),  20,  Wimpole  Street,  W.    (S. 
1879-8],  C.  1882-4,  V.P.  1894-7,  T.  1901-  .)     Trans.  13,  C.C.  3. 

1889  Taylor,  Henry  Herbert,  10,  Brunswick  Place,  Hove,  Sussex. 

1890  Taylor,  James,  M.D.,  49,  Welbeck  Street,  W.     C.C.  3. 

1882     Taylor,  SeymoCr,  M.D.,  16,  Seymour  Street,  W.     Trans.  1,  C.C.  3. 

1885  Taylor,  W.  C.  Everley,  34,  Queen  Street,  Scarborough. 

18SG     Teale,  Thomas  Pridgin,  M.B.,  F.K.S.,  38,  Cookridge  Street,  Leeds. 

(C.  1897-1900.) 
1896     Templeton,  George,  M.B.,  10,  Seymour  Street,  Portman  Square,  W. 
1890     Thane,  Edgae  Herbert,  M.D.,  Wagga-Wagga,  New  South  Wales. 
1882     Thin,  George,  M.D.,  es,  Harley  Street,  W.     Trans.  1. 

1886  Thompson,   Charles  Herbert,  iLD.,  133,  Harley  Street,  Cavendish 

Square,  W. 
O.'Sl.     Thompson,  EoMrxD   Symes,  M.U.,   33,   CavendisV    Square,   W.     (C. 
1880-2.)     Trans.  1. 
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O.M.     Thompson,  Sir  Henut,  Durt.,  35,  Wimpole  Street,  W.    (C.  1SG7-S,  V.T. 

lSSG-7.)  Trans.  3. 
1S97     TuoJisoN,  H.    Campbell,    :M.D.,   34,    Queen  Aiir.e  Street,  Cuvendisli 

Squiire,  W.  C.C.  1. 
189J..     TiiOMSOx,    StClair,   M.D.,   28,    Queen    Anne  Street,   W.     Trans.  2, 

C.C.  8. 

1896  Thokne,  William  Bkzlt,  53,  Ujiper  Brook  Street,  W.     C.C.  2. 

18S7     TiiOKNTOx,  Joiix  KxowsLEY,  M.U.,  CM.,  llildersliani  Hall,  C;inibridge. 

tC.  1890-1.) 
1872     Thountox,    William    Pugix,    35,    St.    George's    Koad,    Cuiiterbury, 

Trans.  5. 
1SS5     TiiTTiiSFiELD,  Thomas   William,  M.D.,  Selwood,  Beaucliamp  Squiue, 

Leiiiiiingtou. 
1899     TiLLEY,  Herbert,  il.D.,  89,  Harky  Street,  Cavendish  Square,  W.  C.C.  1. 

1891  ToMSOX,  W.  BoLTOX,  :M.1).,  Park  Street  West,  Luton,  Bedfordshire. 

1897  TooGOOD,    F.    Sherman,    M.l).,    The    Intirniavy,    2S2,   High    Street, 

Lewishani,  S.E. 

1892  Tooni,  Howard  Hexry,  C.M.G.,  M.D.,  34,  Harley  Street,  W.  Trans.  1. 
1887     Totsue;a,  Kaxkai,  Tokio,  Japan. 

1874     Travees,  William,  M.D.,  2,  Philliraore  Gardens,  Kensingtori,  W. 

1881  Treves,  Sir  Frederice,  Bart.,  C.B.,  K.C.V.O.,  6,  AViuipule  Street,  W. 

(C.  1893.)     Trans.  7. 

1897  Tttbbt,   Alfred    Herbert,   M.S.,   25,   AVeymouth    Street,   Porthmd 

Phice,  W.     Trans.  2,  C.C.  3. 
1899     Tullis,  George  Augustcs,  M.D.,  Hohnbush,  Grove  Road,  Soutlisea. 

1882  Tcrxer,  George  Kobeuxsox,  41,  Half  Moon  Street,  W.     (C.  1897- 

1900.)     Trans.  Q.    C.C.G. 
18SS     Turxer,  Philip  Dymock,  M.D.,  Sudbury,  Isle  of  Wight.     Trans.  1. 

1898  Turxer,  William,  M.B..  53,  Queen  Anne  Street,  Cavendish  Square.  W. 

1893  TuRXEY,  Horace  George,  M.D.,  68,  Portland  Place,  W.     C.C.  4. 
1878     Tysox,  William  Joseph,  M.D.,  10,  Langhorne  Gardins,  Folkestone. 

(C.  1886-8,  V.-P.  1900-2.)     Trans.  8. 
1881     Uhthoff,  John  Caldwell,  M.D.,  Wavertrce  House,  Brunswick  Place, 

Brighton.     (C.  189S-1901.) 
1868     Vexxixg,  Edgcombe,  30,  Cadogau  Place,  S.W.    (C.  1876-8.)    Trans.  2. 
1890     VoELCKER,    Arthur  Francis,   M.D.,   B.S.,  101,  Harley   Street,  W. 

(C.1900-  .)     Trans. 2,  C.C.  2. 
1886     Wade,  Charlies  H..  19,  Royal  Terrace,  Southend-on-Sea. 
1868     Wagstaffe,  William  Warwick,  Purleigh,  St.  John's  Hill,  Sevenoaks. 

(C.  1878.) 
1886     "WAINEWRIGHT,  Bexjamix,   M.B.,  CM.,  47,  Weymouth  Street;  W. 

Trans.  2,  C.C.  2. 
1885     Wakley,  Thomas,  jun.,  5,  Queen's  Gate,  S.W. 
1885    Walker,  Charles  lloTHERHAM.M.D.,  15,  Sackville  lload,  Huve,  Sussex. 

1899  Walker,  Hexry  Koe,  8,  Harley  Street,  W. 
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Elected 
1S96     Wallace,  Cutrbert   Sydney,  26,  Upper  Wimpole  Street,  W.     (C. 
1902-  .)      Trans.  5,  C.C.  3. 

1890  Wallis,  Fredeuice   Chakles,   M.B.,  B.C.,   107,  Harley  Street,   W. 

(C.  1902-  .)     Trans.  4,  C.C.  10. 
1875     WALSH A.M,  William  J.,  CM.,  77,  Hiuley  Street,  W.    (C.  1882-4,  V. P. 

lSOG-9.)     Trans.  5,  C.C.  1. 
1888     Walters,    Fuederick    Rufexacht,  M.D.,    Crooksbury    Saiintoriuui, 

Faniham,  Surrey.      C.C.  2. 
1896     Ward,  Edward,  M.B.,  22,  Park  Place,  Leeds.     Trans.  1. 
1888     Warner,  Percy,  Piytlal,  Woodford  Green,  Essex. 

1891  Waterhouse,     Herbert     Furxivall,     M.D.,     CM.,     81,    Wimpole 

Street,  W. 

1896  WEBER,  Fred.  Parees,  M.D.,  19,  Harley  Street,  W.     C.C.  o. 

O.M.     Weber,  Sir  Hermann  I).,  M.D.,  10,  Grosveuor  Street,  W.   (C  1867-71, 

V. P.  1873-5.)     Trans,  i). 
1882     West,  Samuel,  M.O.,  15,  Wimpole  Street,  W.     (C  1887-9.)     Trans. 

16,  C.C.  5. 
1895     Wethered,  Frank  J.,  M.D.,  83,  Harley  Street,  W. 
1874    Wheelhouse,  Claudius  Galen,  Hilury  Place,  Leeds.     Trans.  1. 
1868    Whipham,  Thomas   Tillyer,   M.D.,  11,  Gro»veiior  Street,  W.      (C 

1878-80,  V.P.  1894-7.)     Tratts.  13. 
1891     White,  Charles  Percival,  M.B.,  B.C.,  22,  Cadogan  Gardens,  S.W, 

1882  White,   Edwin   Francis,   Westlauds,   280,   Upper    Piiclur.ond   Road, 

Putney,  S.W. 
1890     White,  Gilbert  B.  Mower,  M.B.,  B.S.,  112,  Harley  Street,  W. 

1883  White,  William  Hale,  M.D.  65,   Harley  Street,  W.     (C  1887-9, 

1896-9,  S.  June,  1893-6.)     Trans.  16,  C.C.  4. 

1883  White,  William  Henry,  I\LD.,  43,  Weymouth  Street,  W.     Trans.  1. 

C.C.I. 
1894    Whitelocke,  Richard  Henry  Anglin,  M.B.,  CM.,  6,  Banbury  Road, 
Oxford. 

1897  WiiiTriELD,   Arthur,   M.D.,    12,    Upper    Berkeley    Street,    Portman 

Square,  W. 

1897  Whiting,  Arthur  John,  M.D.,  142,  Hurley  Street,  W. 
1882     Whittle,  Edward  George,  M.D.,  G5,  Dyke  Road,  Brighton. 
1871     Wight,  George,  M.B.,  CM.,  428,  Liverpool  Road,  N. 

1879  Wilcox,  Henry,  M.B.,  Newlyn,  Fleet,  Hants. 

1894  WILKIN,  Griffith  Charles,  West  Coker,  near  Yeovil,  Somerset. 

1884  WiLLCOCKS,  Frederick,  M.D.,  14,  Mandeville  Place,  W.     C.C.  1. 
O.M.  Willett,  Alfred,  30,  Wimpole  Street,  W.     (C  1872-5,  V.P.  1889-91 .) 

C.C.  2. 
1890     Willett,  Edgar,  M.B.,  22,  Queen  Anue  Street,  Cavendish  Square,  W. 

1898  WiLLEY,  Frederick  Ingor,  M.B.,  B.S.,  The  Wych,  8,  Avenue  Road, 

Highgatc,  N. 
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Elected 
1888     WiLMAMS,  Campbell,  18,  Queen  Aniie  Street,  Caveiulish  Square,  W. 

Tram.  2. 
O.JI.     Williams,   Charlies  Tiieodoue,  il.D.,  2,   Upper   Brook   Street,    W. 

(C.  1877-y,  V.P.  lS89-!)0.)     Trans.  8. 

1888  Williams,  Dawsox,  M.D.,   2,  Wyiuiliiuu  Place,  l}r_\anstoii  Square,  AV. 

(C.  1893-7.) 
1881     Williams,  Sir  John,  Bart.,  M.D.,  63,  Brook  Street,  W.     (C.  1S85-G.) 

1890  Williams,  W.  Roger,  Beaufort  House,  Clifton  Down,  Ciifton,  Bristol. 
O.M.     Willis,  Francis,  M.D.,  Tlic  Spa,  Braceborougli,  Stamtord. 

1893  Wills,  Joseph  Peaece  Bfdgett,  M.D.,  Bexliill,  Hastings. 

1889  Wills,  William  Alfred.  M.D.,  29,  Lower  Sevmour  Street,  W. 

1886     Wilson,  Albert,  M.D.,  ^linto  House,  Souib  Woodford,  Essex.     Trans. 

1,  C.C.2. 
1888     Wilson,  Claude,  M.D.,  C.^l.,  Belmont,  Tunbridge  Wells.     Trans.  2. 

1891  WiLSox,  Theodore  Stagey,  M.D.,  CM.,  29,  Temple  Row,  Birniingham. 

Trans.  2. 

1890  Wood,  Neville,  42,  Elvaston  Plate,  Queen's  Gate,  S.W. 

1883  WooDCOCE,  John  Rosteox,  Abberley,  near  Stourport,  Worcestershire. 
1879     Woodward,  George  P.  M.,  M.D.,  Deputy  Surgeon-General;  Sydney, 

New  South  Wales. 

1894  WooLLETT,  Charles  Jerome,  "Ambleside,"  Streatham,  S.W. 

1884  Worts,  Edwin,  6,  Trinity  Street,  Colchester. 

1892  Wtnter,  Walter  Essex,  M.D.,  B.S.,  30,  Upper  Berkeley  Street,  W. 

C.C.  4. 
1872     Yeo,  I.  Burnet,  M.D.,  44,  Hertford  Street,  W.     (C.  1881-3.)    Trans.  8. 


[/(f  is  requested  that  any  cltanye  of  Title  or  Residence  he  com- 
municated to  the  Secretaries  before  the  1st  of  Jul i/ in  each  year,  in 
order  that  the  list  may  he  made  as  correct  as  j^ossihle.^ 
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ORIGIXAL  MEMBERS  (ALPHABETICALLY). 


Henry  Ariiott. 

iiichard  Barwell. 

Hemy  Charlton  Bastian,  M.D.,  F.R.S. 

Sir    Wm.     Henrv     Broadbent,    Bart., 

K.C.Y.O.,  M:D,F.E.S. 
Thomas  Bryant. 
Thomas  Buz/.ard.  M.D. 
William  Cayley,  3LD. 
Sir    William  "  Selbv     Church,     Bart., 

K.C.B.,  M.D.  " 
Edward  Clapton,  M.D. 
John  Couper. 

William  Howship  Dickinson,  M.D. 
Sir  Dyce  Duckwortli,  3LD. 
Christopher  Heath- 
Timothy  Holmes. 
Jonathan  Hutcliinson,  F.R.S. 
J.  Hughlings  Jackson,  M.D.,  F.R.S. 


Charles  Kelly,  M.D. 

John  Langton. 

George  Lawson. 

Arthur  Trehern  Xorton,  C.B. 

Thomas  William  Xunn. 

John  William  Ogle.  M.D. 

Frederick  William  Pavy,  M.D.,  F.R.S. 

Thomas  Pickering  Pick. 

Sir  Richard  Douglas  Powell. Bart., M.D. 
■      K.C.V.O. 

Sydney  Ringer,  M.D.,  F.R.S. 

Su'  Thomas  Smith,  Bart. 

Edmund  Symes  Thomi)son,  M.D. 

Sir  Henry  Thompson,  Bart. 
I  Sir  Hermann  D.  Weber,  M.D. 
I  Alfred  WiUett. 

I  Charles  Theodore  Williams.  M.D. 
!  Francis  AV iUis,  M.D. 


ARRANGED  ACCORDING  TO  DATE  OF  ELECTIOX. 


1868  Constantine  Holman,  M.D. 

Tliomas  Tillyer  Whipham,  M.D. 
Christian  G.  H.  Biiumler,  M.D. 
James  Grey  Glover,  31. D. 
T.  Henry  Green,  M.D. 
Howard  JMarsh. 
Charles  Prentis. 
Edgcombe  Venning. 


1868  John  Ford  Anderson,  M.D. 

George  Granville  Bantock,  ]\I.D. 
Geoige  Charles  Bright,  M.D. 
Frank  W.  Cooper. 
Julian  Evans,  M.B. 
Edward  Hooper  May,  M.D. 
William  Warwick  Wagstaffe. 
AViUiam  Ode.  M.D. 
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1868  James  Edward  Pollock,  3I.D. 
rianz  Oppcrt,  M.D. 
William  V.  Show,  M.D. 
Charles  Drage,  M.D. 
Frederick    Itojston    FairLank, 

M.D. 
Michael  W.  Rice,  M.D. 

1869  Leonard  William  Sedgwick,  M.D. 
J.  AVarriiigtoii  Haward. 

Henry  Frederick  Augustus  Good- 
ridge,  jM.D. 
Olliver  Thomas  Duke,  M.B. 

1871  Alfred  Plavne,  JM.B. 
George  Wight,  :\r.B. 
Ebenezer  Diver,  M.D, 
George  A^ivian  Poore,  M.D. 

1872  I.  Burney  Yeo,  JM.D, 
Henry  Harris,  M.D. 
William  Pugin  Thornton. 
Sir  G.  Anderson  Critchett. 
J.  C.  J.  Fenwick,  M.D. 
Andrew  J.  Mvrtle,  M.D, 
Sir  William  Bartlett  Dalbj. 
Thomas  Ridge  Jones,  M.D. 
George  Sli-lit,  M.D. 

1873  Willi'fun  Julius  Mickle,  M.D. 
David  Llovd  Roberts,  M.D. 
George  Henry  Savage,  M.D, 
Edwin  Chisholm,  M.D. 
Thomas  Churton,  M.D. 

1874  John  Hammond  Morgan,  C.Y.O. 
Edward  R.  Rowland.' 
Claudius  Galen  Wheelhouse. 
Edward  C.  Stirling,  M.D. 

Sir     William     Henry      Bennett, 

K.C.V.O. 
William  Travers.  M.D, 
William  Brown  Holderness. 
Andrew  Clark. 

1875  Sir      Thomas     Barlow,     Bart., 

K.C.V.O.,   M.D. 
Sidney  Coupland,  JM.D, 
Clinton  T.  Dent. 
C,  D,  B.  Hale. 
Edward  Liveino;,  JM.D. 
William  J,  Wa'lsham,  CM, 
Rickman  John  Godlee,  M.S, 
Arthur  Paul  Sherwood. 
T,  Gilbart-Smith.  M.D. 
James  Frederic  Goodhart,  M.D, 
Sir     William     Richard     Gowers, 

M.D..  F.R.S. 
William  Smith  Greenfield,  M.D. 
Shirley  F.  Murphy. 


1875  Herbert  W.  Page, 

Frederick  Taylor,  M,D. 
187G  Arthur  E.  J,'Barker, 

Horatio  Percy  Symonds. 

A.  Balinanno  Squire. 

David  White  Finlay,  M.D. 

Sir     Henry     Greenway     Howse, 
M.S. 

Fuvneaux  Jordan. 

R.  Clement  Lucas,  B.S, 

George  Buckston  Browne. 

Arthur  Edwin  Temple  Longhurst, 
M.D. 

1877  Robert  Hoirarth  Clay,  M.D. 
A.  Pearce  Gould,  M.S. 
Henry  RadcliiTe  Crocker,  M.D, 
David  B.  Lees,  M.D, 

Walter  Hamilton  Acland  Jacob- 
son,  M.B.,  M.Ch. 
Sir  Isambard  Owen,  M.D, 
William  Ewart.  M.D. 
Henry  JMorris,  j\LB. 
Henry  Ambrose  Lediard,  M.D. 
Bernard  Roth. 
Henry  Hugh  Clutton. 
JMalcolm  Alex.  Morris. 

1878  George  P.  Field. 
Thomas  Warner  Lacey. 
Tliomas  Colcott  Fox,  *M,B. 
Sir  Felix  Semon,  M.D. 
Henry  de  Fonmartin.  M.D, 
C.  H.' Golding-Bird.  M.B. 
Donald   William    Charles    Hood, 

M.D. 
Lord  Lister,  F.R.S. 
Francis  Thomas  Tayler,  M.B, 
F.  de  Havilland  Hall,  M.D. 
William  Allen  Sturge,  M.D. 
William  Joseph  Tyson,  M.D. 
William  Johnston,  iM.D. 
Charles  Robert  Bell  Keetley, 
William  Appleton  JMeredith.  C.]\L 

1879  Frederick  William  Strugnell. 
William  Edward  Burton. 
James  Ma<,Mll  M.D. 

Edward  3Iarkham  Skerritt,  M.D. 
Henry  Wilcox,  JM.B. 
John  Abercrombie,  M.D. 
Stephen  JMackenzie,  M.D. 
William  Harrison  Cripps. 
Francis  Patrick  Staples. 
Geo,  Courtenay  Henderson,  M.D. 
Thomas  John  Maclagan,  M.D. 
Henry  Davy. 
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1879  Thos.  Walter  Harvopp  Gavstang. 

Charles  W.  .Mansell  MouUin. 

John  Reuben  Lunn. 

George  P.  31.  "Woodward.  M.D. 

Eobert  Peel. 

Frederic  S.  Dennis,  M.D. 
1S80  T.  Mark  Hovell. 

Wyndhani  Cottle,  ]\I.D. 

Henry  Francis  Baker. 

Bernard  O'Connor,  M.D. 

Charles  Edward  Beevor,  M.D. 

1881  George  Henry  Makins,  CB. 
Eobert  "William  Burnet,  M.D. 
James  Kingston  Fowler,  M.D. 
Charles  Edward  Harrison,  M.B. 
Malcolm  Macdonald  McHardy. 
Eushton  Parker. 

Sir  John  Williams,  Baii,  M.D. 
Montagu  Lubbock,  M.D. 
William  Pasteur,  M.D. 
John  Caldwell  UhthofF,  :\r.D. 
Henrv  Treutham  Butlin. 
H.  a'.  Powell,  M.A. 

1882  George  Eol)ertson  Turner. 
E.  Xobl*^  Smitli. 
Eobert  William  Goldie. 
Frederick  Charles  Bai'ker,  M.D. 
Frederic  Morell  Mackenzie. 
Daniel  Colquhoun,  M.D. 
Seymour  Tavlor,  M.D. 

Philip  HenrV  Bindlev.  M.B. 

Edward  Georse  Whittle,  M.D. 

D.  H.  Goodsall. 

Frederick  Henry  Spooner,  3I.D. 

Frederick  Havcraft  Berrv,  M.D. 

Herbert  Collier.  :\r.D. 

Samuel  West.  M.D. 

Emile  Emond,  M.D. 

Charters  James  Symonds,  M.S. 

Ansel  Money,  M.D. 

C.  F.  Cox  well,  M.B. 

Augustus  Joseph  Pepper.  ]\I.B. 

Harrington  Sainsbury,  M.D. 

George  Thin,  M.D.    ' 

Edwin  Francis  White. 

1883  Anthony  A.  Bowlby,  C.M.G. 
Percy  Ividd,  M.D. 
William  Henry  White,  M.D. 
Hubert  Montague  Murray,  M.D. 
Eobert  Fitzroy  Benham. 
William  HeniV  Allchin,  M.D. 
John  Mitchell' Bruce.  M.D. 
AVilliam  Arbuthnot  Lane,  M.S. 
Bernard  Pitts. 


1883  William  Hale  White,  M.D. 
William  Coode  Adams,  M.B. 
Eobert  Leamon  Bowles,  M.D. 
George  Henry  Jackson. 
George  Hunt  Orton,  M.B. 
Thomas  Laurence  Eead. 
Frederick  Thomas  Boberts,  M.D. 
Charles  Alfred  Ballance,  M.S. 
John  Eostron  \Yoodcock. 

1884  Frederick  Willcocks.  M.D. 
E.  Percy  Smith,  M.D. 
Edgar  Duke. 

John  ]\Iackern.  M.B. 
Paul  M.  Chapman,  M.D. 
Wilmot  Parker  Heningham.M.D. 
Philip   Henry  Pye-Smith,   M.D. 

F.E.S. 
Charles  Stonham. 
Dudley  Wilmot  Buxton,  M.D. 
Edwin  Worts. 
Seymour  J.  Sharkey,  M.D. 
Sir  Frederick  Treves,  Bart..  C.B., 

K.C.V.O. 
John  James  Pringle,  M.B. 
Frederick  Lucas  Benham,  M.D. 
Walter  Edmunds,  M.C. 
Stephen  Paget. 

Lambert  Hepenstal  Ormsby,  M.D. 
John  Poland. 

Edwin  Leonard  Adenev,  M.D. 
Sir  Victor  Horsley,  F.E.S. 
Henry  Carr  Maudsley.  M.D. 
Bilton  Pollard,  B.S.  ' 

1885  Frederick  Spicer,  M.B. 
Herbert  Larder. 
James  Berry,  B.S. 

Fred.  Walker  Mott,  M.D..  F.E.S. 

George  Xewton  Pitt.  M.D. 

W.  C.  Eyerlev  Taylor. 

Sidney  Phillips.  M.D. 

A.  W.  Mayo  Eobson. 

Thomas  Wakley,  jun. 

Herbert  William  AUinsham. 

Thomas  William  Thursfield,  M.D. 

Alexander  Dalton  Murray,  M.B. 

Eobert  Maguire,  M.D. 

Eobert  Alexander  Gibbons,  M.D. 

Henry  Brewer  Tait. 

ChaHes  Eotherham  Walker,  M.D. 

Eicliard  Caton.  M.D. 

Arthur  Henry  Eobinson.  M.D. 

Edward  Sabine  Tait,  M.B. 

William  Bruce  Clarke,  M.B. 

Charles  Barrett  Lockwood. 
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1885  Ee^inald  J.  Rvle,  IM.D. 
J.  iMicliell  Chu-ke,  'Sl.B. 
Henry  (leorijo  Avnistr()n<;. 
Roderick  Miiclaren,  i\I.l). 
W.  Watson  Cheyne,  F.R.S. 
Ed\vard  Liveinijc  Fenn.  IM.D. 

1886  Thomas  Dixon  Savill,  M.D. 
Charles  Henry  Wade. 
Benjamin  Wainewright,  M.B. 
Waren  Tay. 

William  John  Penny. 

William  Henry  Battle. 

James  Hardie,  M.l). 

Francis  Henry  Hawkins,  ]\r.D. 

R.  Kingston  Fox,  31.1). 

Henry  Edward  Juler. 

John  Ward  Consins,  M.D. 

Joseph  Frank  Pavne,  iM.  D. 

T.  Prid-inTeale,' F.R.S. 

H.  Lankester,  M.D. 

Arthur  T.  Davies,  M.D. 

Charles  Herbert  Tiiompson,  M.D. 

Arthnr  Qnarry  Sileock.M.D.,B.S. 

Henry  Handford,  M.D. 

Alfred  Scott. 

Albert  Wilson,  M.D. 

1887  Arcbibald  E.  Garrod,  M.D. 
H.  T.  Rutherfoord,  M.B. 
Kankai  Totsuka. 
Thomas  Oliver,  M.D. 
Francis  George  Penrose,  M.D. 
Samnel  Herbert  Habershon,  M.D. 
John  Knowsley  Thornton. 
Oswald  Anchinleck  Browne,  M.D. 
Joseph  Arderne  Ormerod,  M.D. 
J.  H.  E.  Brock,  M.B.,  B.S. 
Francis  AVilliam  Clark. 

A.  H.  Weiss  Clemow,  M.D.,  CM. 
E.  Hnrry  Fenwick. 
R.  Lawford  Ivnaggs.  B.C. 
John  D.  Malcolm.  M.B. .  CM. 
Sidney  Martin,  M.D.,  B.S.,  F.R.S. 
Thomas  Horrocks  Openshaw,  M.B. 

1888  A.  G.  Barrs.  I\I.D. 

J.  AV.  Batterham,  I\I.B.,  B.S. 
iNFontagn  Handfield-Jones,  M.D. 
Alfred^Rice  Oxlev.  M.D. 
Arthur  Roper,  INI.D. 
Robert  Henry  ScanesSpicer,  M.D. 
Campbell  Williams. 
Frederic  S.  Eve. 
Alexander  IMorison,  M.D. 
Frederick  Page,  M.D. 
Frederick  J.  Smith,  M.D. 


1888  Frederick  R.  AValters,  M.D. 
Claude  Wilson,  M.D.,  CM. 
Cliarles  H.  Gage-Brown,  M.D. 
J.  H.  IMenzies. 

Frank  Ernest  Roberts. 

George  Stoker. 

Robert  Ashton  Bostock. 

Hugh  Arinstronij. 

Hyde  Marriott,  M.B. 

Percv  AVarner. 

J.  T.*  James,  M.D. 

Edwin  A.  Barton. 

AY.  Page  ]\Iav,  M.D. 

Philipl).  Tn'rner,  M.D. 

Dawson  AVilliams,  M.D. 

Augustus  AV.  Addinsell,  M.B., 

CM. 
John  Anderson.  M.D. 
Henry  French  Banham,  M.D. 
George  Havnes  Hetherington. 
David  James  Ma.son,  M.D.,  CM. 
AValter  G.  Spencer.  :\I.B.,  M.S. 

1889  Theodore  Dyke  Acland.  ]\I.D. 
Ravmond  Johnson.  j\I.B..  B.S. 
H.'D.  Rolleston.  M.A.,  M.D. 
P.  MacBride.M.D. 

D.  Xewman,  M.D. 

Herbert  Elwin  Harris.  M.B. 

John  E.  Rankino-,  M.D. 

AViUiam  Alfred  AVills,  M.D. 

Edward  Ashbv  Fardon. 

Stanley  Boyd^  B.S. 

George     Ezra    Halstead,     M.D. 

b:s. 

Henry  Herbert  Taylor. 

John  Duncan,  M.D. 

AVm.  AVallis  Ord,  M.D.,  B.Ch. 

Leonard  Arthur  Bidwell. 

Arthur  J.  M.  Bentley,  M.D. 

Francis  R.  B.  Bisshopp,  M.B. 

Henry  Percy  Dean,  M.B. 

Louis  Albert  Dunn,  M.S. 

Daniel  Mackay  Forbes. 

H.      Peunell     Hawkins,     M.D. 

B.Ch. 
Lauriston  Elgie  Shaw,  M.D. 

1890  Jobn      Rose    Bradford,     M.D.. 

F.R.S. 
J.  Fletcher  Little,  IM.B. 
Robert  Robertson.  M.D. 
Ernest  Solly,  M.B. 
James  Taylor,  M.D. 
Francis  0.  Buckland,  B.A.,  I\r.B. 

CM. 
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1890  G.  Soraerville  Ttobinson. 
Edmund  W.  Eoii^l.ton,  B.S. 
Edgar  Willett.  ^LB. 
Thomas  H.  Eiclcard  Crowle. 
James  Calvert.  :\I.D. 

H.  lloxbur-h  Fuller.  M.D. 

Arthur  F.  Yoelcker,  M.U. 

Xeville  Wood. 

W.  Roger  Williams. 

Gilbert  B.  M.  White.  M.B.,  B.S. 

Frederick  Charles   Wallis,  M.B., 

B.C. 
Alfred  Parkin,  :\r.S. 
George  A.  Ha^vkir..-5-Ambler. 
James  Harper,  M.D. 
Walter  Henrv  Brown. 
John  Walter'Carr,  M.D. 
Ernest     Le     Cronier     Lancaster, 

M.B.,  B.Ch. 
Patri(^k    Manson,  C.:\r.G,  IM.D., 

F  T?  S 
Miles  Milev,  M.A.,  M.B. 
Edgar  Herbert  Thane,  31.B. 
Charles  William  Chapman.  ^M.D. 
Michael  G.  Foster,  M.A.,  M.B. 

1891  Frederic  Francois  Barghard,M-D-> 

M.S. 
Roger  Xeville  Goodman,  M.B. 
Herbert    Furnivall    Waterhouse, 

M.D..  CM. 
Walter  William  Hunt  Tate,  M.D. 
William  Lee  Dickinson,  M.D. 
Greville  MacDonald,  M.D. 
J.  Kiuirston  Barton 
J.  Dundas  Grant.  M.D. 
W.  Kimrton  Fvffe.  3I.B.,  B.C. 
Albert  Carless,"3[.B..  :\r.S. 
W.  Bolton  Tomson,  M.D. 
Harrv  Littlewood.  ]\[.D. 
Hector  W.  G.  Mackenzie,  :\r.A., 

M.D. 
Chas.  Percival  White,  M.B.,  B.C. 
Arnold  Caddy. 
Theodore    Stacey  Wilson,   M.D., 

CM. 

1892  William  Hunter.  :\r.D. 
Frank  Thomas  Paul. 

Walter  Essex  Wyntcr,  M.D.,  B.S. 

Darner  Harrison. 

Jobn  Alfred  IMasters.  M.D. 

Walter  Giffard  Xasb. 

Jobn  Stephenson  Selwvn-Harvev, 

M.D. 
Ewen  Carthew  Stabb. 


1892  Edward  John  Lewis,  M.B.,  B.C. 
Henrv  Betham   Robinson,  M.D. 

M.S. 
Richard  James  Herbert  Scott. 
Howard    Henry    Tooth,    C.M.G., 

M.D. 

1893  Jobn  Ernest  Paul,  :\r.B. 
James  William  Bond,  ]\I.D. 
Harrv  Campbell.  M.D. 

W.  Soltau  Fenwick,  :\r.D. 
Ernest  Alfred  Snape.  ]\I.D. 
Lewis  G.  Glovpr,  M.B.,  B.C. 
Solomon  Cliarles  Smith,  M.D. 
William  Brace  well  ]\Iercer.  jI.B., 

B.C. 
Robert  Henry  C(de,  M.D. 
Donald     Rose     Paterson,    M.D., 

C.3L 
Walter  .Spencer  Anderson  Griffith, 

M.D. 
Alfred    Theodore     Rake,     M.B, 

B.S. 
Francis  Charles  Abbott, M.B. .B.S. 
James  William  Browne,  !M.B. 
Edwin  Harding  Lendon,  ^I.B. 
Georfje  Redmavne  Murrav,  M.D., 

M.A. 
R.  J.  Bliss  Howard,  IM.D. 
Henrv  Jones  Curtis.  M.D.,  B.S. 
Henry  Albert  Caley,  I\r.D. 
Jobn  Henry  Dauber,  M.B. 
Theodore    Henrv  lonides,    M.B., 

B.S. 
Arthur  Foxwell,  M.D. 
Horace  George  Turney,  JF.D. 
Henry  Grabham  Lys,  M.D. 
Arthur  Ernest  Sansom,  M.D. 
Jobn  Henrv  Brvant,  M.D. 
G.  F.Johnston.' M.D. 
Willmott  H.  Evans,  M.D.,  B.S. 
Charles  Gibbs. 
Robert  Stephen  Charsley. 
Josejdi     Pearce     Budgett    Wills, 

M.D. 
Arnold  Lawson,  IM.D. 
189-1  Herbert  Morley  Fletcher,  31. D. 
Edward       Wilberforce      Goodall, 

M.D. 
Harrv  Gilbert  Barling. 
Ernst  Micbels,  M.D. 
Charles  Jerome  WooUett. 
StClair  Thomson,  M.D. 
Geoi'ge  A.  Sutherland,  31. U. 
Job  \  Murrav. 
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1894  Riclianl    Henry    An^'lin    Wliite- 
l.)cl<o,  M.B.,  CM. 

J.)lin  Attlee,  M.D.,  B.C. 

(Ji-iffitii  Cliiirlcs  AVilkin. 

Tlioinas  Hu<;h  Dickson,  M.B.,B.C. 

C.  Gordon  Brodie. 

Bernard  Scott. 

Jolin  Porter  Parkinson,  M.D. 

Tiiomas    Rudolph    Smitli,    M.B., 
B.C. 

Arthur  Pearson  Luff,  M.I). 
1S95  Herbert  Mnrray  Ramsay. 

Arthur  G.  Piiear,  M.D.,"B.C. 

Ernest  E.  Lewis,  M.D. 

Karl  Grube,  M.D. 

Gerald  R  Baldwin. 

James  Galloway,  M.D. 

F.  B.  WiUmer  Phillips,  M.B. 
Charles  Henry  Hou^h. 
Leonard  George  Guthrie,  M.D. 
James  Ernest  Lane. 

Frank  J.  Wethered,  M.D. 

1896  Richard  Ackerley. 
Charles  Spnrrell. 
Cuthbert  Sidnej^  Wallace. 
Charles  R.  Box,  M.D. 
Walter  Stacy  Colman,  M.D. 
Edward  Ward,  M.B. 
Norman  Dalton.  M.D. 
Fred.  Parkes  Weber,  M.D. 
Francis  James  Steward,  M.B, B.S. 
William  Bezly  Thorne.  M.D. 
Douglas  Drew.  M  D.,  B.S. 
Surg.-Capt.  W.  R.  Crooke-Lawless, 

A.M.S.,  M.D. 
William  Henry  Crosse,  M.D. 
William  Elliot  Risdon,  M.D. 
Robert  Milne  Beaton,  M.B. 
Priestley  Leech,  M.D. 
Ebenezer  Stanley  Smith,  M.D. 

G.  H.  A.  Comyns  Berkeley,  M.B. 
Edward  Cooper  Benthara. 
Robert  Herbert  Mills-Roberts. 
Jonathan  Hutchinson,  jun. 
Frederick  E.  Batten,  M.D. 
Farquhar  Mac  Rae,  M.B. 
Rutherford  John  Pye-Smith. 
George  Templeton. 

Bertram  Louis  Abrahams,  M.B., 
B.Sc. 

1897  Raymond  H.  P.  CrawEurd,  M.D. 
John  Henry  Deane. 
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1897  Arthur  Wiiitfield,  M.D. 
Frederick   William    Forbes   Ross, 

M.D. 
Harold  Low,  M.B. 
Charles  Ralph  Keyser. 
George  Bertram  Hunt,  M.B. 
Hugii  Koger-Sniitii,  M.D. 
Alfred  Herbert  Tubby,  M.S. 
Charles  Lam))lough. 
H.  Campbell  Thom.son,  M.D. 
Alfred  P.  Hillier,  M.D.,  CM. 
F.  Sherman  Toogood,  M.D. 
E.  Claude  Taylor,  M.D. 
Charles  Humphrys. 
Cluirles     Sempill     de      Segundo, 

M.B. 
Artlnir  John  Whiting,  M.D. 
Alfred     Downing     Fripp,     C.B., 

M.V.O  .  M.S. 
Chichester  Gould  May,  M.D. 

1898  J.  J.  Perkins,  M.D. 
James  Jackson  Clarke,  M.B. 
Ernest  Herbert  Cobb. 
Sydney  Backhouse  Hulke. 
Thomas  Herbert  Kellock. 
William  Darley-Hartley. 
Robert  Jones. 

Arthur  Philip  Beddard,  M.B. 
Alfred     Ernest     Russell,    M.D., 

B.S. 
William  Cecil  Bosanquet,  M.D. 
Frederick  Ingor  Willey,  M.B. 
Jonatlian  F.  C  H.  Macreadv. 
Artliur  A.   H.   Partridge,    M.B., 

M.Ch. 
Leonard  Avery. 
Herbert  Challice  Crouch. 
William  Turner,  M.B..  B.S. 
Harold  Batty  Shaw,  M.D. 
Joseph    Stewart  Richards,  M.D., 

B.S. 
William    Henry    Breffit    Brook, 

M.D.,  B.S.  ' 

1899  George  Edward  Rennie,  M.D. 
V.  Warren  Low,  M.D.,  B.S. 
Ravner     Derry      Batten.     M.D., 

'B.S. 
Charles  E.  Forbes  Mouat-Biggs. 
Rutherford  Moris  on. 
R.  Murray  Leslie,  M.D. 
Herbert  Tilley,  M.D. 
Charles  Owen  Fowler,  M.D. 
Cyril  Ogle,  M.B. 
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1899  Charles  Herbert  Fa.^cge,  M.S. 
Claude  Somerville  Hawkes. 
Henry    Stephen  Sandifer,  M.D., 

B.S. 
Marcus  Marwood  Bowlan,  M.B. 
Alfred  Eid,  M.D. 
Karl  Furth,  M.D. 
Wm.  Gream  Stone,  M.B. 
Andrew  Duncan,  M.D. 
Edmond  Lucien  De  Chazal,  M.D. 
Henry  Koe  AValker. 
Gustave  Schorstein,  M.B. 
Edward     Collingwood     Andrews, 

M.D. 

1900  Berkeley  George  Andrew  ]Moyiii- 

han,  M.S. 
Harry  Cooper,  M.D. 
Geortce  Augustus  Tullis,  M.D. 
Griffith    Lloyd     Roberts,     M.B., 

CM. 
Edward  Percy  Paton,  M.S. 
Kenneth  Scott,  M.B. 
George  Steele  Perkins,  M.D. 
John  Arthur  Hay  ward,  M.D. 
Wilfred  J.  Hadley,  M.D. 
John  Fawcett,  M.D. 
Arthur  Bonsfield,  M.B. 
J.  S.  Risien  Russell,  M.D. 
Cecil  H.  Leaf,  M.B. 
Josef  Paul  Zum  Busch,  M.D. 

1901  Ernest    George     Leopold    GofEe, 

M.D. 
Arthur       Hamilton       Nicholson 

Lewers.   M.D. 
Charles  Reissmann,  M.B. 
Adrian  Caddy.  M.B. 


1901  Herbert  William  Carson. 
Thomas  Henry  Morse. 
Laurie  Hugh  McGavin. 
F.  U.  Menzies. 

Thomas        Rupert  Hampden 

Bucknall,  M.S. 
Edward  An  gas  Johnson,  M.B. 
Percival  Horton-Smith,  M.D. 
Sir   Hugh  Reeve  Beevor,  Bart., 

M.D. 
Theo.  N.  Kelvnack,  M.D. 
Weaker  S.  Frith,  M.B. 
Thomas  Carwardine,  M.S. 
Bowie  Campbell  Gowan. 
John  J.  Douglas,  Ml). 
Lieut. -Col.  A.lfred  Keogh,  C.B., 

M.D. 
Harold  Shuttleworth  Barwoll. 

1902  George  Beckett  Batten,  M.D. 
Charles  Henry  Fennell,  M.B. 
H.  L.  Barnard. 

Thomas  Percv  Le<rg.  M.B. 

Andrew  Elliot.  M.D. 

Sir  James  Reid,  Bart.,  G.C.V.O., 

K  C  B 
F.  W"  Price,  MB. 
Alfred  Ernest  Sears. 
Reginald  F.  Jowers. 
Cecil  Marriott,  M.B. 
Sidnev  Herbert  Snell,  M.D.,  B.S. 

D.P.H. 
Edward  Farqnhar  Buzzard,  M.B. 
Donald  John  Armour,  M.B. 
Edred  Moss  Coiner,  B.Sc,  M.B. 
Herbert  French,  M.B. 


EEPOET 

OF    THE 

COUNCIL  OF  THE  CLINICAL  SOCIETY. 

MAY,  1902. 


I^HE  COUNCIL  has  to  report  that  the  work  of  the  Society 
-^      during  the  session  has  been  very  successful. 

The  supply  of  papers  has  been  good,  and  several  valuable 
contributions  have  been  made  by  provincial  members,  a  fact 
which  the  Council  regards  with  special  satisfaction. 

The  Clinical  Evenings  have  proved  verj^  attractive,  and 
the  method  of  conducting  the  meetings  introduced  last  session 
continues  to  work  well. 

After  careful  consideration  the  Council  has  decided  to 
recommend  a  revision  of  one  of  the  Rules  of  the  Society 
(Section  XII,  Rule  8),  which  prohibits  the  publication  else- 
where of  all  papers  read  before  the  Society.  The  early  publi- 
cation of  new  facts  is  equally  in  the  interest  of  the  profession 
at  large  and  of  individual  authors,  and  the  Council  believes 
that  a  recognition  of  this  fact  would  add  to  the  popularity 
of  the  Society.  Precedents  for  the  proposed  change  are  to 
be  found  in  the  action  of  other  societies,  viz.  the  Royal 
Medical  and  Chirurgical,  the  Medical,  and  the  Pathological 
Societies. 

The  Council  accordingly  proposes  that  authors  of  papers 
read  before  the  Clinical  Society  be  permitted  to  publish  them 
afterwards  in  the  medical  journals,  due  acknowledgment 
being  made  of  the  fact  that  the  papers  have  previously  been 
read  at  the  Society. 


lii  Report  of  the  Council. 

.  In  accordance  with  the  requirements  now  added  to  the 
Kules  of  the  Society  (Section  IX,  Rule  1)  that  the  Treasurer 
"  shall  from  time  to  time  hand  to  the  Trustees  all  composition 
fees  for  investment,"  the  sum  of  £40  Consols  has  been  pur- 
chased with  the  proceeds  of  such  fees  received  since  the  last 
Annual  Meeting,  thus  increasing  the  Society's  invested  funds 
to  £640. 

The  number  of  Ordinary  Members  is  602,  of  Honorary 
Members  15,  giving  a  total  membership  of  617.  During  the 
session  22  Ordinary  Members  have  been  elected. 

The  Society  has  lost  eleven  members  through  resignation, 
and  death  has  removed  one  Foreign  Honorary  Member,  Pro- 
fessor von  Ziemssen,  and  four  Ordinary  Meml)ers,  viz.  Mr. 
Holthouse,  Sir  William  MacCorniac,  Bart.,  Dr.  Henry  Suther- 
land, and  Dr.  James  Mann  Williamson. 

The  Council  recommends  the  following  alteration  in  the 
Eules  of  the  Society  : 

Rule  8,  Section  XII,  is  deleted,  and  the  following  substituted  : 

•'  Authors  of  papers  read  before  the  Clinical  Societj 
are  permitted  to  publish  them  afterwai-ds  in  the  medical 
journals,  due  acknowledgment  being  luade  of  the  fact  that 
the  papers  have  previously  been  read  at  the  Society." 
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COMMUNICATIONS. 


I. — A  note  on  a  Painful  Condition  of  the  Twelfth 
Pair  of  Bibs.  By  J.  Jackson  Clarke,  M.B.Lond, 
Bead  'October  11,1901. 

LS.,  a  nursemaid,  aet.  17,  came  under  my  care  at  the 
•  North-West  London  Hospital  in  November,  1899. 
She  complained  of  pain  in  her  back  and  consequent  inability 
to  do  her  work.  The  patient's  face  was  puffy,  and  her  skin 
pale  and  yellow.  She  complained  of  constipation.  On 
examination  I  found  that  the  antero-posterior  curves  of  the 
spine  were  exaofgerated.  The  spinous  processes  were  tender 
to  pressure,  and  the  movements  of  extension  and  rotation  of 
the  spine  caused  pain.  The  tips  of  the  twelfth  ribs  were 
prominent,  and  pressure  upon  them  caused  pain.  The 
deformity  of  the  spine  was  fixed,  /.  e.  it  did  not  disappear 
when  the  patient  lay  down.  In  order  to  correct  the  spinal 
deformity  and  to  enable  the  patient  to  resume  her  work 
without  risk  I  decided  that,  in  addition  to  general  treatment 
and  systematised  exercises,  it  was  advisable  for  her  to  wear  an 
efficient  antero-posterior  spinal  splint.  This  I  applied  in 
December,  1899.  The  pain  in  the  spine  was  thus  at  once  re- 
lieved, and  the  twelfth  ribs  were  at  the  same  time  shielded  by 
the  instrument  from  pressure.  The  spinal  deformity  gradually 
diminished,  so  that  in  November,  1900,  the  patient,  who  had 
continued  at  work  during  the  treatment,  was  able  to  dispense 
with  the  instrument,  keeping  it  by  her,  however,  in  case  the 
pain  should  recur  and  render  the  temporary  use  of  the  instru- 
ment advisable.  The  twelfth  ribs  still  remained  prominent, 
VOL.  XXXV.  1 
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and  on  leaving  off  the  instrument  tlie  patient  again  ex- 
perienced a  considerable  amount  of  pain  in  them.  I  had  the 
patient's  corsets  cut  away  over  the  prominent  ends  of  the  ribs, 
in  the  hope  that  this  would  afford  relief.  The  pain  persisted 
in  spite  of  this  measure,  and  it  became  clear  that  operative 
treatment  was  most  likely  to  remove  the  pain,  which 
I  had  no  doubt  was  due  to  the  pressure  exerted  by  the 
patient's  dress  upon  the  prominent  extremities  of  the  ribs, 
imparting  movements  at  the  joints  between  the  ribs  and  the 
vertebrae,  these  joints  being  the  seat  of  osteo-arthritic  changes. 
A  photograph  of  the  patient's  back  taken  on  the  day  of  her 
admission  to  hospital  (January  9, 1901)  shows  the  prominence 
caused  by  the  left  twelfth  rib.  That  on  the  right  side  was 
equally  prominent,  but  it  does  not  show,  owing  to  the  right 
side  being  in  shade.  On  January  24  I  cut  down  on  each  rib 
and  removed  the  part  that  projected  beyond  the  erector  spinae 
muscle — one  inch  in  each  case  including  the  cartilage,  the 
periosteum,  as  well  as  bone  and  cartilage,  being  taken  away. 
The  deep  parts  I  stitched  together  with  fine  silk  and  closed 
the  skin  incisions  with  silkworm  gut.  The  patient  had  no 
^06'^-operative  trouble  except  on  the  left  side,  where  she  com- 
plained of  pain  along  the  course  of  the  twelfth  dorsal  nerve. 
This  troubled  her  chiefly  when  she  laug-hed.  The  symptom 
had  disappeared  Avhen  she  left  the  hospital  on  February  25. 
She  resumed  exercises  three  weeks  after  the  operation,  and 
when  discharged  she  was  well  in  every  respect. 

The  only  abnormal  feature  that  I  observed  in  the  portions 
of  ribs  that  were  removed  was  that  the  terminal  cartilage  was 
sharply  bent  forward.  The  seat  of  the  pain  was  not,  however, 
at  the  tips  of  the  ribs,  but  deeper,  at  the  costo-vertebral  joints. 


DESCRIPTION  OF  PLATE  I. 

To  illustrate  Mr.  Jackson  Clarke's  paper  on  A  Note  on  a  Painful 
Condition  of  the  Twelfth  Pair  of  Ribs. 


Clin.   Soc.   Trans.,   Vol.   XXXV.,    PI.   I. 


Bale  ami  Datiicisson,  Ltd. 


Disi^laced  Straufjulated  Femoral  Hernia. 


II. — Case  of  Displaced  Strangulated  Femoral  Hernia 
ill  which  the  sac  with  its  contents  was  displaced 
doiunwards  and  inwards,  through  an  opening  at  the 
lower  end  of  the  femoral  sheath,  in  front  of  the 
adductor  muscles,  on  the  inner  side  of  Scarpa's 
triangle.  By  Thomas  Beyant.  Bead  October  11, 1901. 

OX  April  3,  1901,  Dr.  Robinson,  of  Wandswortli  Common, 
brouglit  a  patient  into  Bolingbroke  Hospital  wliom  he 
asked  me  to  see.  She  was  a  married  woman,  thirty-two  years 
of  ag-e,  who  had  been  troubled  Avitli  a  femoral  rupture  for  about 
five  years,  and  had  not  worn  a  truss.  The  rupture  had  come 
down  every  now  and  then,  and  she  said  she  had  never  ex- 
perienced difficulty  in  its  reduction,  although  on  questioning 
her  husband  later  on,  he  was  sure  that  she  had  often  used 
much  force  in  reducing  the  rupture,  and  particularly  on 
March  29,  two  days  before  her  present  illness  and  the 
attendance  of  Dr.  Robinson. 

Her  illness  was  supposed  to  date  from  March  31,  or  three 
days  before  her  admission,  and  it  commenced  as  a  "  bilious 
attack,^^  to  which  she  Avas  rather  prone,  by  sickness  and  head- 
ache, and  it  was  not  till  three  days  had  passed,  and  the 
vomited  matter  had  become  stercoraceous,  that  the  possibility 
of  the  case  being  due  to  her  reduced  hernia  had  been  realised 
and  my  advice  was  sought. 

When  I  saw  her  on  April  3  she  was  in  an  extreme  state  of 
collapse,  and  it  was  clear  that  life  could  not  be  saved.  Her 
abdomen  Avas  distended,  but  not  tense,  and  there  was  no 
SAvelling  in  the  right  femoral  region,  Avhich  Avas  given  as  the 
seat  of  her  hernia,  although  pressure  with  the  pulp  of  the 
index  finger  OA^er  the  right  femoi*al  canal  elicited  pain.  No 
enlargement  of  the  thigh  Avas  noticed  in  the  region  into  Avhich 
the  hernia  was  subsequently  traced. 

'An  exploratory  operation  in  the  femoral  region  Avas,  how- 
eA'er,  determined  upon,  based  upon  the  good  old  practice  of 
first  examining,  in  CA^ery  case  of  intestinal  obstruction  asso- 
ciated yviih  a  hernia,  the  region  in  Avhich  the  hernia  existed. 

The  operation  Avas  carried  out  in  the  usual  Avay  by  a 
vertical  incision  of  the  soft  parts  OA'er  the  crural  canal,  and 
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the  exposure  of  the  crural  sheath,  which  did  not  seem  to  be 
expanded,  although  on  palpation  over  the  femoral  canal  it 
was  thought  to  be  slightly  distended.  The  sheath  was  then 
opened  with  great  care,  when  a  small  piece  of  tissue,  which 
looked  like  omentum,  was  seen,  but  no  bowel ;  the  femoral 
ring  was  quite  clear,  and  upon  a  director  was  slightly  en- 
larged upwards  and  inwards ;  as  a  result  of  this  action  a 
piece  of  pale  intestine  which  before  had  been  collapsed,  and 
had  not  been  seen,  suddenly  becaine  distended  and  arched 
forwards  in  the  femoral  canal,  its  distal  end  passing  down- 
wards through  a  narrow  opening  at  the  apex  of  the  femoral 
sheath,  an  inch  or  an  inch  and  a  half  below  the  femoral  ring. 
At  this  point  the  bowel  was  strongly  held  and  strangulated ; 
upon  a  grooved  probe  director  this  seat  of  stricture  was 
divided,  when  I  was  enabled  to  draw  out  of  a  space  situated 
below  and  to  the  inner  side  of  the  opening  in  the  femoral 
sheath  at  least  four  or  five  inches  of  highly  congested  but 
not  otherwise  injured  intestine,  and  to  reduce  it  easily  into  the 
abdominal  cavity. 

The  operation  was  thus  completed,  but  the  patient  sank  as 
expected,  and  died  a  few  hours  later. 

A  partial  ^osf-7nor^e»7i  examination  could  alone  be  obtained, 
but  from  the  specimen  which  was  secured  by  Mr-.  Lyster,  the 
house  surgeon  of  the  hospital,  and  which,  as  dissected  and 
mounted  by  Mr.  Shattock,  is  now  in  the  Museum  of  the 
Eoyal  College  of  Surgeons  of  England,  Preparation  2677a, 
and  from  the  drawing  accompanying  this  paper,  it  seems  clear 
that  the  sac  of  the  femoral  hernia  had  been  forced  through 
a  rupture  of  the  femoral  sheath  at  its  lowest  part  or  apex 
into  the  connective  tissue  of  the  thigh  on  the  inner  side  of 
Scarpa's  triangle,  and  that  the  seat  of  strangulation  was  at 
the  neck  of  the  sac,  which  was  not,  as  is  usually  the  case,  at 
the  femoral  ring,  but  at  the  seat  of  rupture  of  the  femoral 
sheath  through  which  the  hernial  sac  had  been  forced. 

RemarTxS. — The  case  which  has  just  been  read  is  clearly 
a  very  unusual  one,  and,  as  such,  is  worthy  of  publication ; 
indeed,  I  have  never  seen  or  read  of  a  femoral  hernia  being 
displaced  as  this  must  have  been  into  the  fatty  connective 
tissue  of  the  inner  side  of  the  thigh,  with  the  seat  of  strangu- 
lation being  at  least  an  inch  and  a  half  below  the  femoral 
ring,  its  usual  seat,  and  situated  at  the  mouth  of  the  opening 
in  the  femoral  canal  through  which  it  was  probably  forced. 

Had  there  not  been  a  distinct  history  of  an  old  femoral 
hernia  in  this   case,   there   would  not   have   been   any   local 
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indication  to  lead  tlic  siirg-eon  to  suspect  that  the  intestinal 
obstruction  -wliich  the  symptoms  suggested  was  due  to  such 
a  cause,  for  there  was  a  total  absence  of  all  swelling,  and  the 
sign  of  pain  on  pressure  over  the  femoral  canal  stood  alone. 

Under  these  circumstances  an  abdominal  operation  might 
have  been  undertaken,  and  if  so,  it  would  have  been  useless, 
for  the  seat  of  strangulation  was  outside  the  abdominal 
cavity,  and  could  not  by  such  a  measure  have  been  relieved, 
for  it  must  be  emphasised  that  during  the  operation  when 
the  femoral  sheath  was  first  opened,  the  bowel  which  v.'as 
in  it  was  not  seen,  for  it  rested  in  a  bloodless  and  collapsed 
condition  upon  its  posterior  wall,  and  it  was  not  till  the 
crural  ring  was  enlarged  that  it  made  itself  manifest  by 
bulging  forwards  and  arching  downwards  from  the  femoral 
ring  to  the  seat  of  its  stricture  and  the  apex  of  the  femoral 
canal. 

This  portion  of  exposed  intestine  was  quite  healthy-looking 
and  pale,  and  contrasted  strongly  with  the  deeply  congested 
bowel  which  Avas  subsequently  withdrawn  from  the  displaced 
hernial  sac. 

The  cause  of  the  displacement  of  the  femoral  hernia  in  the 
case  recorded  must  doubtless  have  been  mechanical,  and  was 
probably  due  to  the  forcible  attempt  by  the  patient  at 
reduction  of  the  hernial  tumour  after  its  descent,  the  force 
employed  having  brought  about  primarily  a  rupture  of  the 
femoral  sheath  at  its  lower  end,  and  secondarily  the  gradual 
herniation  of  the  femoral  sac  with  its  contents  into  the 
space  in  the  connective  tissue  as  demonstrated  by  the 
dissected  specimen.  It  is  probable  also  that  what  the 
patient  described  as  her  bilious  attacks  were  due  to  a 
partially  obstructed  hernia. 

"We  have,  therefore,  in  this  case  an  example  of  a  third 
variety  of  displaced  femoral  hernia,  the  first  being  the  well- 
recognised  form  in  which  the  small  strangulated  femoral 
hernia  with  its  sac  may  be  pressed  out  of  sight  and  reduced, 
still  strangulated  behind  the  abdominal  parietes — the  one 
of  "  reduction  en  masse  ;  "  the  second  being  where  a  large 
femoral  hernia,  by  some  rupture  of  its  sac,  may  show  itself  as 
a  tumour  in  the  subcutaneous  connective  tissue  above  or 
below  Poupart's  ligament;  and  the  third  as  a  displaced 
hernia  following  the  com-se  of  the  case  just  described. 

In  the  many  varieties  of  "  displaced  inguinal "  hernia 
which  have  been  described,  and  particularly  by  Mr.  J. 
Birkett  and   the   reporter    of    this    case,  in    his  Practice    of 
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Surgery,  the  injurious  effects  of  misapplied  force  liave  been 
fully  recognised;  indeed,  it  seems  probable  that  in  all  the 
varieties  of  displaced  inguinal  hernia  it  should  be  regarded 
as  their  probable  cause. 

In  the  case  now  under  consideration  of  femoral  hernia,  as 
in  its  other  varieties,  the  same  conclusion  has  to  be  drawn, 
and  the  truth  of  the  following  aphorism  enforced  : 

"That,  as  in  the  treatment  of  every  variety  of  obstructed 
or  strangulated  hernia,  forcible  taxis  is  the  direct  cause  of 
all  cases  of  displacements  of  the  inguinal  or  femoral  varieties, 
as  Avell  as  of  rupture  of  the  sac  or  sac's  contents,  so  forcible 
taxis  ouD-ht  strictlv  to  be  avoided." 


DESCRIPTION  OF   PLATE    II. 

To  illustrate  Mr.  Bryant's  case  of  Displaced  Strangulated  Femoral 

Hernia, 
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Treatment  of  Wounded  Joints. 


III. — TJie  Treatment  of  Wounded  Joints.    By  Cuthbert 
S.  Wallace.     Bead  October  11,  1901. 

WOUNDS  of  jointSj  as  far  as  treatment  is  concerned^  seem 
to  fall  into  three  groups. 

First. — Gaping  wounds,  often  complicated  by  fracture  of 
bone,  such  as  are  met  -svitli  in  railway  and  machinery  acci- 
dents or  run-over  cases. 

Second. — Wounds  or  probable  wounds  of  the  joint  cavity 
without  complications. 

Third. — Doubtful  wounds  of  the  synovial  cavity. 

The  treatment  of  the  first  class  case  must  depend  on 
the  nature  of  the  complicating  injury,  and,  as  a  rule,  the 
question  of  amputation  has  first  to  be  considered.  If  there 
is  extensive  comminution  of  bone,  great  laceration  of  soft 
parts,  and  rupture  of  vessels,  ablation  of  the  limb  is  the 
only  course.  Where  the  injury  is  less  than  in  the  preceding 
case  the  surgeon  must  still  be  guided  by  the  local  condition 
and  the  likelihood  of  a  useful  limb  resulting,  remembering 
that  a  limb  of  flesh  and  blood,  even  though  short  and  some- 
Avhat  deformed,  is  better  than  a  wooden  one.  The  age  of 
the  patient  has  a  distinct  influence  on  the  course  to  be  taken, 
for  a  young  man  has  a  greater  recuperative  power  than  an  old 
one,  to  whom  the  mere  confinement  to  bed  may  be  a  serious 
consideration,  and  it  is  obvious  that  it  is  Avorth  while  for  a 
young  man  to  run  a  risk  in  order  to  obtain  a  useful  limb  to 
which  it  would  not  be  worth  while  subjecting  an  old  man 
whose  time  is  nearly  run. 

Wounds  or  Prohahle  Wounds  of  the  Joint  Cavity  icitJioiit 
other  Complications. 

Of  this  class  there  were  three  instances  admitted  to  St. 
Thomases  Hospital  during  the  3'ear  1899.  One  died  of  sepsis, 
one  recovered  with  a  stifi;  knee,  and  one  with  a  good  joint. 

Case  1. — T.  J.,  male  get.  61,  was  admitted  on  November 
13,  1900,  with  a  history  that  a  wheel  of  a  dray  had  passed 
over  his  left  knee.  On  the  inner  side  of  the  joint  was  a 
wound  the  size  of  the  palm  of  the  hand,  and  the  tissues  were 
begrimed  with  mud  and  dirt  ;  the   joint  was  found  to   have 
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been  opened  over  the  internal  semilunar  cartilage  for  the 
space  of  one  inch.  The  ■wound  Avas  carefully  cleaned,  but 
the  joint  was  not  opened  up.  On  the  following  day  the  joint 
was  distended  and  swollen,  and  somewhat  painful;  the 
general  condition  was  good.  An  incision  into  the  joint 
evacuated  sero-pus,  a  cultivation  from  which  w^as  subsequently 
reported  by  Mr.  Seligmann  to  contain  a  staphylococcus  and  a 
thin  bacillus.  During  the  next  twenty-four  hours  the  patient 
seemed  to  be  doing  well,  but  at  the  end  of  that  time  showed 
signs  of  septic  absorption,  in  consequence  of  which  the  leg 
was  ablated  throuo-h  the  lower  third  of  the  thio^h,  but  too  late 
to  save  the  patient^s  life. 

I  think  that  considering  the  age  of  the  patient  amputation 
should  have  been  performed  directly  the  joint  became  infected, 
that  is  on  the  day  following  the  accident. 

Case  2. — L.  S.,  female  set.  4,  fell  and  cut  her  knee  on  a 
broken  washing  basin  ;  the  resulting  wound  was  two  inches  in 
length.  The  wound  was  cleaned,  but  no  actual  opening  into 
the  joint  was  found.  Four  days  later  (August  3)  the  tem- 
perature rose  to  103°.  The  joint  was  incised,  washed  out 
with  saline,  and  closed.  On  August  8,  as  the  temperature 
remained  high,  the  irrigation  was  repeated  and  the  wounds 
left  open.  For  the  next  three  weeks  the  joint  was  daily 
irrigated,  until  at  the  end  of  this  time  the  temperature  became 
normal.  Dense  fibrous  ankylosis  resulted.  A  tube  of  serum 
jelly,  inoculated  on  August  3,  remained  sterile. 

September  10,  1901. — Comjalete  fibrous  ankylosis  of  the 
joint  is  present. 

Case  3. — A.  AV.,  male  ast.  12,  fell  down  on  the  pave- 
ment and  sustained  a  wound  to  his  knee-joint.  He  did  not 
apply  at  the  hospital  until  three  days  later  (July  27,  1899), 
when  the  joint  was  found  distended.  The  temperature  was 
101°  F.  During  the  process  of  cleaning  the  wound  by  cutting 
away  all  the  dirty  tissue  it  was  found  that  the  wound  had 
opened  the  joint.  The  cavity  was  therefore  irrigated  with 
saline  fluid  and  sutured. 

July  29. — Temperature  remained  high,  and  the  joint  was 
again  opened  and  Avashed  out  and  a  drain  left  in  for  one  day. 

August  1. — Joint  again  irrigated  under  an  ansesthetic, 
and  incisions  made  into  the  cellulitis  about  the  joint.  For 
the  next  three  weeks  the  temperature  fluctuated  between 
104°  F.  and  normal. 
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September  6. — Flexion  to  45°  was  possible,  and  the 
Avounds  practically  liealod.  (Culture  taken  from  the  joint, 
July  29,  1899,  was  sterile.) 

September  10,  1901. — The  patient  lias  a  good  moveable 
knee,  with  practically  no  limitation. 

When  one  is  called  upon  to  treat  a  case  of  a  recent  wound 
over  a  joint  without  precise  knowledge  that  the  joint  is 
actually  opened,  three  points  appear  worthy  of  consideration  : 

1.  The  actual  method  of  cleaning  the  wound. 

2.  Whether  it  is  worth  while-  searching  for  the  actual 
opening  into  the  joint. 

3.  If  the  opening  into  the  joint  is  found,  wdiether  it  is 
better  to  irrigate  the  joint  or  await  developments. 

1.  Method  of  cleaning  the  wotmd. — This,  I  believe,  is  best 
done  by  a  careful  process  of  cutting  away,  as  far  as  possible, 
all  soiled  tissue,  and  the  nse  of  sterile  saline  solution  simply 
for  its  mechanical  effect. 

Any  rubbing  of  the  main  surface  is  to  be  deprecated,  since 
it  is  extremely  likely  to  rub  into  the  tissues  as  much  dirt  as  it 
removes. 

2.  Question  of  searching  for  the  actual  icound  (f  the 
joint. — This  should  not  be  carried  too  far,  because  even  if  the 

wound  is  found  no   great  advantage  can  accrue,  and  much 
harm  can  be  done  if  a  fresh  opening  is  made. 

3.  Should  the  joint  he  irrigated  if  found  open  ?  The 
answer  to  this  must  in  most  cases  be  in  the  negative,  because 
of  the  dangler  of  carrvingf  in  orsranisms  from  the  dirtv  ex- 
ternal  wound,  and  also  because  it  is  extremely  unlikely  that 
much  good  can  be  done  even  if  antiseptics  are  used  (indeed, 
they  may  themselves  be  a  source  of  irritation  to  the  joint). 
On  the  other  hand,  if  the  joint  is  found  to  contain  dirt,  or  if 
the  synovial  membrane  or  cartilage  have  dirt  ground  into 
it,  then  the  joint  should  be  sufficiently  opened  to  allow  of 
the  removal  of  the  dirt  and  soiled  tissue. 

Speaking  generally,  I  think  an  attempt  should  be  made  in 
these  cases  to  shut  off  the  joint  cavity  from  the  open  wound, 
and  to  this  end  the  joint  capsule  should  be  sutured  up. 

Doubtful  Wounds  of  the  Synovial  Cavity. 

The  third  class  of  case,  namely,  that  of  doubtful  wounds 
of  joints,  is  perhaps  the  most  interesting  of  all,  and  in  this 
class  must  be  included  penetrating  or  perforating  wounds, 
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because  of  the  difficulty  of  really  ascertaining  whether  the 
joint  cavity  has  been  actually  entered. 

I  have  netco  ol  five  examples  of  this  injury  lately ;  they 
were  all  treated  in  the  same  manner,  and  show,  I  think, 
satisfactory  results. 

Few  surgeons  would  at  the  present  time  advocate  the 
opening  up  of  the  wound  to  make  a  definite  diagnosis,  and 
the  interest  turns  on  the  treatment  to  be  adopted  when  the 
joint  appears  to  have  become  infected. 

AVni.  B..,  male  a3t.  16,  was  Avounded  on  the  inner  side 
of  the  patella  by  a  steel  pitchfork  on  June  25,  1899.  The 
joint  became  swollen  and  then  subsided.  On  June  30  the 
joint  again  became  swollen,  and  on  July  3  the  patient  was 
admitted  to  the  hospital.  The  temperature  was  101°  F.  The 
joint  was  opened,  sero-pus  evacuated,  and  after  saline  irriga- 
tion the  capsule  was  closed  with  sutures.  The  temperature 
at  once  fell,  and  on  July  19  the  patient  was  discharged  with 
a  normally  moveable  joint,  except  for  a  little  limitation  of 
fiexion.  A  broth  tube  inocvilated  from  the  contents  of  the 
joint  remained  sterile. 

September  10,  1901. — Patient  has  a  good  moveable  joint. 

H.  P.,  male  £et.  11,  was  admitted  on  August  3,  1899, 
with  a  punctured  wound  of  his  knee-joint.  On  the  same  day 
the  joint  Avas  incised,  irrigated  with  saline  fluid,  and  then 
closed  with  sutures,  except  for  a  small  gauze  drain,  which 
was  removed  on  the  next  day.  On  August  11  the  j^atient 
was  discharged  with  a  good  moveable  joint. 

September  10. — Boy  is  now  in  the  Eoyal  Xavy,  and 
according  to  his  father's  account  the  joint  is  normal. 

A.  v.,  male  set.  6,  fell  on  to  a  meat  hook  on  June  9,  and 
sustained  a  small  punctured  wound  over  the  knee-joint.  On 
June  11  the  knee  was  stiff  and  a  little  swollen,  but  the  other 
symptoms  were  not  severe  enough  to  make  it  appear  probable 
that  the  joint  was  affected.  He  was  accordingly  treated  Avitli 
lead  lotion  and  a  back  splint.  The  following  day  the  joint 
was  greatly  swollen  and  extremely  painful.  Temperature 
100°  to  102^.  The  joint  was  therefore  opened  and  sero-pus 
evacuated.  The  joint  was  then  irrigated  Avith  saline  fluid 
and  closed,  except  for  a  small  gauze  drain  that  Avas  left  in 
for  tAventy-four  hours.  On  June  23  the  patient  was  dis- 
charged with  the  Avound  healed.  The  moA^ement  in  the  joint 
was  normal.     Xo  culture  Avas  taken. 
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Subsequent  liistory  is  unknown. 

For  permission  to  use  this  case  I  am  indebted  to  Mr.  H.  B. 

Eobinsun. 

B.  H.,  a3t.  11,  was  admitted  into  St.  Thomas's  Hospital 
on  August  31,  1899.  The  day  previously  he  had  fallen  down 
and  run  a  rusty  iron  spike  into  his  knee.  The  wound  was 
a  small  one,  and  no  opening  into  the  joint  was  found. 
The  wound  was  carefully  cleaned  by  cutting  away  all  soiled 
tissue  and  closed  with  sutures.  On  September  G  the  joint 
became  tensely  swollen  and  very  painful.  The  temperature 
was  only  100°  F.,  but  the  pulse  was  rapid,  and  from  the 
general  condition  of  the  boy  it  seemed  probable  that  a  septic 
arthritis  was  present.  The  joint  was  opened  and  turbid 
serum  evacuated.  The  cavity  of  the  knee  was  irrigated  with 
saline  fluid  and  the  joint  closed  completely.  An  unin- 
terrupted recovery  followed,  and  the  patient  was  discharged 
with  a  moveable  joint  on  October  4.  A  cultivation  was  taken 
from  the  flu.id  evacuated  from  the  joint,  and  the  resulting 
growth  was  reported  by  Mr.  Singer  to  be  one  of  the 
8 tajjhylococciis  'pyogenes  albus. 

The  after-history  of  this  case  cannot  be  traced. 

Wm.  B.,  male  £et.  37,  while  breaking  a  piece  of  wood 
across  his  knee  ran  a  rusty  nail  into  the  joint.  The  following 
day,  November  5,  18U9,  the  patient  was  admitted  with  a 
painful  and  sAvollen  knee-joint.  The  temperature  was  101°. 
There  was  some  doubt  at  the  time  as  to  whether  the  swelling 
was  due  to  a  simple  or  septic  arthritis,  and  the  joint  was 
tapped  and  a  culture  tube  (broth)  inoculated.  This,  un- 
fortunatel}^,  was  broken.  The  temperature  gradually  dropped 
to  100°  F.,  but  on  November  8  it  was  decided  to  open  the 
joint,  and  this  was  accordingly  done.  After  lavage  with 
1  in  1000  perchloride  of  mercury  the  wound  was  closed,  but  a 
drainage-tube  was  left  in  the  joint  for  twenty -four  hours.  On 
the  following  day  the  temperature  rose  to  101°.  There  was 
a  considerable  amount  of  discharge,  and  the  joint  was  daily 
irrigated  with  saline  fluid,  until,  on  December  7,  the  wounds 
were  closed,  but  considerable  tumefaction  of  the  joint  tissues 
remained,  and  a  little  latent  mobility  could  be  obtained.  On 
January  17  passive  movement  was  performed  under  an 
auEesthetic. 

February  2,  1900. — Knee  could  be  flexed  to  a  right  angle. 
Discharged  February  2. 
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September  10,  1901,  there  was  free  movement  for  an  angle 
of  35°,  but  at  this  point  the  leg  is  suddenly  and  definitely 
arrested. 

I  am  indebted  to  Mr.  Pitts  for  this  case,  under  whose  care 
the  patient  was  admitted. 

In  four  of  tlie  above  five  cases  one  irrigation  of  the  joint 
was  sufficient,  in  the  fifth  the  infection  was  more  virulent,  and 
the  joint  Avas  for  some  days  washed  with  saline  fluid.  This 
was  the  only  case  of  the  series  in  which  an  antiseptic  was  used. 

The  good  results  in  these  cases  are  rather  surprising,  and 
it  might  be  considered  that  the  effusion  into  the  joint  was  a 
simple  traumatic  synovitis.  Against  this  it  must  be  re- 
membered that  the  joints  were  not  opened  until  sufficient  time 
had  elapsed  to  form  a  deliberate  opinion. 

In  two  of  the  cases  cultivations  of  the  joint  fluid  Avere  made  : 
one  remained  sterile,  and  in  one  a  growth  of  staphylococcus 
was  found ;  both,  however,  did  equally  well. 

The  joints  Avere  practically  closed  in  all  cases,  as  when 
drainage  was  employed  it  Avas  only  for  tAventy-four  hours. 

Mr.  F.  C.  Wallis,  in  a  paper  entitled  "  Perforating  Wounds 
of  the  Knee-joint,"  which  he  read  before  this  Society  in  1898, 
expressed  an  opinion  that  in  septic  arthritis  it  is  better  to 
aA'oid  the  use  of  di-ainage,  at  any  rate  for  an  extended 
period.  These  cases,  1  think,  bear  out  the  contention  there 
expressed. 

It  is  often  a  matter  of  difficulty  to  make  a  differential  dia- 
gnosis betAveen  septic  and  simple  arthritis  Avhen  a  Avound  has 
been  received  over  a  joint,  and  should  it  be  determined  to 
open  the  joint,  laA'age  and  suture  is  certainly  a  less  seA'ere 
procedure  than  drainage,  and  much  less  damage  is  done  if 
the  case  Avas  really  one  of  simple  traumatic  synovitis. 

I  Avould  suggest  that  the  best  treatment  in  septic  arthritis 
is  lavage  and  suture  of  the  joint  in  the  first  instance,  or  this 
may  be  repeated  a  second  time  if  the  symptoms  do  not  show 
signs  of  abatement.  If,  after  this,  the  temperature  remains 
high  and  the  joint  SAvollen  and  painful,  the  incisions  may  be 
reopened  and  daily  laA^age  of  the  joint  practised  Avith  or 
Avithout  an  anesthetic.  It  is  really  a  A-ery  moot  point  Avhether 
any  amount  of  irrigation,  no  matter  of  Avhat  the  irrigating  fluid 
may  consist,  Avill  really  be  of  any  value  AA'hen  once  the  synovial 
membrane  is  infected  and  swollen,  since  the  disease  has  by 
that  time  ceased  to  be  intra-articular  and  has  become  peri- 
articular. 
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Multiple  incisions  with  many  drainage-tubes  have,  in  my 
experience,  nothing-  to  connnend  them,  and  even  more 
deleterious  is  continuous  irrigation  through  drainage-tubes 
introduced  into  the  joint  cavity.  Granulations  almost  im- 
mediately spring  up  round  such  tubes,  which  then  do  little 
except  to  drain  the  tract  they  have  made  for  themselves,  and 
may  even  cause  ankylosis  in  a  joint  that  Avithout  them  would 
have  recovered  Avith  some  movement. 

I  think  it  must  be  recognised  that  when  early  lavage  has 
failed  to  arrest  the  inflaiumation,  and  the  infection  has  reached 
the  tissues  outside  the  synovial  membrane,  surgery  can  do 
but  little  to  aid  nature  in  its  struggle  with  the  infecting 
germs,  except  in  giving  exit  to  abscesses  which  may  form 
about  the  joint,  and  possibly  in  ablation  of  the  limb. 

In  the  first  three  cases  cultures  were  made  from  all  the 
joints.  In  the  fatal  case  a  staph3-lococcus  Avas  formed,  and  in 
the  second  case  (L.  S.)  the  serum  jelly  remained  sterile,  but 
this  case  ended  in  complete  fibrous  ankylosis,  possibly  due  to 
the  frequent  disturbance  of  the  joint  by  irrigation.  In  the  third 
case  the  culture  remained  sterile  and  a  moveable  joint 
resulted,  although  lavage  Avas  employed  three  times. 

In  the  second  series  two  cultivations  Avere  made  from  the 
joints  :  one  remained  sterile,  and  in  one  a  groAvth  of  staphy- 
lococcus AA'as  found;  in  both,  hoAA'ever,  a  moA^eable  joint 
resulted. 

Conclusions. 

1.  That  it  is  not  expedient  to  search  too  A'igorously  for 
the  wound  into  the  joint. 

2.  That  if  the  joint  be  found  open  it  is  better  to  close  it 
Avithout  irrigation,  and  aAvait  deA^elopments. 

3.  That  if  the  joint  become  infected  it  should  be  in- 
cised, irrigated,  and  closed,  and  that  this  process  may  be 
repeated. 

4.  That  if  the  infection  continue  and  synoA'ial  membrane 
and  joint  capsule  become  swollen,  little  good  is  likely  to 
result  from  the  employment  of  multiple  drainage-tubes  or 
continuous  irrigation. 

5.  That  the  process  of  cleaning  either  a  wound  or  a 
joint  must  be  mechanical,  and  that  therefore  soiled  tissues 
should  be  carefully  removed  with  knife  and  scissors,  and 
that  it  is  useless  to  employ  irritating  chemical  solutions. 
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lY. — Tlie  Treatment  of  Ascites  hij  Fixation  of  the  Omen- 
tum and  the  formation  of  Adhesions.  By  C.  Ma:n'SELL 
MouLLix.     ^Ilead  Oc.toher  11,  1901. 

rpHE  cases  wliicli  I  wisli  to  bring-  before  the  Society  this 
J-  evening  do  not  need  any  lengthy  description.  They  are, 
all  of  them,  ordinary  cases  of  ascites  dependent  upon  cirrhosis 
of  the  liver,  such  as  occur  only  too  frequently.  The  point 
which  I  wish  to  raise  is  the  advisability  or  not  of  treating 
such  cases  by  what  is  known  as  the  Drummond-Morison 
method  of  operating — suturing,  that  is  to  say,  the  omentum 
to  the  anterior  abdominal  wall,  and  creating  adhesions 
between  the  surface  of  the  liver  and  the  parietal  peritoneum, 
in  the  hope  of  relieving  the  portal  circulation  by  establishing 
an  alternative  route,  and  perhaps  of  enabling  the  superficial 
layers  of  liver-cells  to  perform  their  duties  better  by 
diminishing  the  congestion  from  which  they  suffer,  and 
improving  the  circulation  around  them. 

My  cases  are  five  in  number.  They  were  all  admitted 
into  hospital  under  the  care  of  my  colleagues,  Dr.  Sansom 
and  Dr.  F.  J.  Smith,  and  subsequently  transferred  to  my 
wards  for  operation.  The  first  was  that  of  a  woman  get.  53, 
who  came  into  hospital  on  May  15,  1899.  Her  illness  had 
commenced  five  months  before  Avith  swelling  of  the  legs. 
The  abdomen  had  begun  to  enlarge  about  three  weeks 
before,  and  for  that  time  she  had  been  confined  to  bed.  The 
patient's  weight  was  15  st.  3  lbs.  The  breath  was  very 
short,  and  the  lungs  were  emphysematous.  The  bowels  had 
been  open  rather  too  freely.  The  appetite  was  bad.  The 
abdomen  was  distended  and  the  abdominal  wall  oedematous. 
The  liver  was  apparently  enlarged,  smooth,  and  hard.  The 
urine  was  small  in  amount,  acid,  1022,  and  contained  a  trace 
of  albumen.  There  was  abundant  history  of  alcoholism,  but 
none  of  syphilis.  She  was  tapped  on  the  medical  side  with- 
out relief,  and  on  June  6  I  performed  median  laparotomy, 
let  out  an  enormous  quantity  of  ascitic  fluid,  sutured  the 
omentum  to  the  anterior  wall,  and  gently  rubbed  the  surfaces 
of  the  liver  and  the  parietal  peritoneum.  The  patient  was 
apparently  none  the  worse  for  the  operation,  but  fluid  began 
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to  collect  again  vovy  ra])i(lly.  On  Jidic  11,  2oO  ounces  Avere 
let  out,  and  on  the  17tli  25  ounces  more.  After  this  the 
abdomen  remained  lax;  but  on  the  22nd  the  breathing 
became  very  embarrassed,  and  on  the  26th  55  ounces  of 
blood-stained  fluid  were  withdrawn  from  the  left  pleural 
cavity.  This  relieved  the  dyspnoea  for  a  time,  but  the  fluid 
collected  again  in  the  pleura ;  the  temperature  rose,  and 
although  temporary  relief  was  obtained  again  by  aspirating 
the  chest,  the  patient  died  on  July  7.  At  the  autopsy  the 
coronary  arteries  were  found  to  be  very  atheromatous.  There 
was  a  large  amount  of  fluid  in  the  left  pleura,  and  a  moderate 
amount  in  the  abdomen.  The  intestines  were  matted  together 
and  to  the  abdominal  w^all  by  recent  adhesions.  The  liver 
weighed  3  lbs.  4  oz.,  and  showed  a  very  advanced  stage  of 
atro])liic  cirrhosis.     The  kidneys  and  spleen  were  healthy. 

The  second  case,  that  of  a  man  i^t.  46,  also  terminated 
fatally.  His  illness  had  only  lasted  ten  weeks.  He  was 
slightly  jaundiced  and  his  arteries  Avere  rather  atheromatous. 
The  abdomen  was  very  much  distended.  The  liver  and  spleen 
could  not  be  felt,  but  the  liver  dulness  was  much  diminished. 
The  bases  of  both  lungs  were  congested,  and  the  urine  Avas 
thick  and  dark,  bile-stained,  with  a  specific  gravity  of  1034, 
but  with  no  sugar  or  albumen.  After  preliminary  tapping, 
the  same  operation  was  performed  as  in  the  last  case,  but 
without  any  benefit.  There  was  no  shock  or  peritonitis.  A 
certain  amount  of  fluid  re-collected,  but  not  sufficient  to  require 
treatment.  The  patient  simply  became  weaker  and  weaker, 
and  died  from  exhaustion  at  the  end  of  a  Aveek.  At  the  j>"st- 
mortem  examination  the  liA'er  was  found  in  an  adA'anced  stage 
of  cirrhosis,  AA^eighing  4  lbs.  2  oz.,  and  there  Avere  numerous 
recent  adhesions  between  its  capsule  and  the  abdominal 
parietes. 

My  third  case  Avas  that  of  a  man  set.  40,  aa-Iio  Avas 
operated  upon  in  the  autumn  of  1899.  His  illness  Avas  of 
only  six  weeks'  duration,  and  began,  according  to  his  own 
account,  AA^ith  diarrhoea  and  distension  of  the  abdomen.  He 
AA-as  very  short  of  breath,  but  had  been  able  to  keep  on  AA'ith 
his  Avork,  The  urine  Avas  acid,  1025  specific  gravity,  and  did 
not  contain  any  albumen  or  sugar.  The  heart  and  lungs  Avere 
healthy.  The  abdomen  Avas  very  much  distended  with  fluid, 
and  the  legs  Avere  slightly  oedematous.  A  similar  operation 
Avas  performed,  about  tAvo  gallons  of  ascitic  fluid  being  let  out, 
and  the  wound  closed.  The  fluid  soon  collected  again,  and 
Avas   let    out    by    means    of    a    Southey's    trocar    on    several 
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occasions.  Finally  the  patient  left  the  hospital  relieved^  and 
my  house  surgeon,  who  saw  him  last  week,  reports  that  after 
lying  up  for  some  time  he  has  resumed  his  work,  that  there 
is  no  return  of  the  fluid,  that  he  has  had  one  attack  of 
hsematemesis  last  winter,  and  that  he  feels  absolutely  well  at 
present,  though  his  left  leg  swells  a  little  at  times. 

The  fourth  case  was  that  of  a  woman  set.  38,  with  prac- 
tically the  same  history.  Abdominal  distension,  four  months' 
duration,  feet  swollen,  urine  acid,  1022,  no  albumen  or  sugar, 
but  the  quantity  small ;  pulse  120,  respiration  32,  but  no 
evidence  of  any  thoracic  complications.  The  same  operation 
was  performed  in  November  last  year.  Seventeen  days  after- 
ward 120  ounces  of  fluid  were  withdrawn  by  means  of  a 
Southey's  trocar,  and  shortly  afterwards  she  left  the  hospital 
to  attend  as  an  out-patient,  but  I  have  not  been  able  to 
trace  her. 

The  fifth  was  also  a  woman  aet.  38,  but  the  history  of  the 
illness  was  a  much  longer  one.  The  abdomen  had  gradually 
been  getting  larger  for  the  last  four  years.  The  appetite  was 
good  and  the  bowels  regular,  but  for  the  last  three  years  she 
had  been  steadily  losing  flesh.  The  urine  was  acid,  1040, 
and  did  not  contain  albumen  or  sugar.  The  quantity  passed 
was  about  25  ounces  per  day.  She  had  been  tapped  twice 
previously,  and  a  large  quantity  of  fluid  evacuated.  An 
operation  similar  to  that  already  described  was  performed  in 
September,  1899.  The  wound  healed  readily,  but  the  fluid 
re-collected,  and  was  let  out  on  several  occasions  while  patient 
was  in  hospital.  She  was  discharged  in  October,  1899,  and  I 
saw  her  about  a  week  ago.  The  fluid  had  continued  to  collect, 
and  tapping  had  been  repeatedly  performed  until  the  end  of 
December,  1899.  Since  then  she  had  not  been  tapped,  and 
she  described  herself  as  perfectly  Avell,  as  well  as  she  ever 
had  been  in  her  life. 

Of  these  five  cases,  therefore,  two  died,  one  left  the 
hospital  relieved,  but  has  not  been  traced,  and  the  others  are, 
according  to  their  own  account,  perfectly  well  two  years  after 
the  operation. 

In  discussing  the  merits  of  this  operation  I  do  not  think 
much  stress  should  be  laid  upon  the  unfavourable  result  of 
the  first  two  cases — those  which  terminated  fatally.  They 
were  plainly  unsviitable.  In  both  the  disease  had  advanced 
too  far,  and  in  both  other  organs  Avere  involved  as  well.  The 
good  effect  of  this  operation  cannot  possibly  show  itself  at 
once.     It  requires  time  for  adhesions  to   form,  and  for  the 
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vessels  in  those  adhesions  to  enlarge  sufficiently  to  make 
an  appreciable  difference  to  the  portal  circulation  and  in 
the  nutrition  of  the  hepatic  cells.  It  is  clear,  therefore, 
that  if  the  operation  is  to  be  of  any  benefit,  it  must  be 
confined  to  patients  who  are  still  in  the  early  stage  of  the 
disease,  in  whom  the  liver  has  not  as  yet  undergone  a  hopeless 
degree  of  degeneration,  and  in  whom  the  other  organs 
essential  to  life  have  not  yet  become  seriously  affected.  Those 
two  patients,  whose  cases  I  have  included  because  I  do  not 
think  it  fair  to  leave  any  out,  unhappily  had  passed  this  stage. 
It  was  too  late.  But  the  failure  of  the  operation  in  these  two 
cannot  be  used  as  an  argument  against  its  employment  in 
other  circumstances,  where  the  conditions  are  more  favpur- 
able;  and  from  what  happened  in  my  other  cases,  and  from 
those  which  have  already  been  published,  I  am  convinced  that, 
provided  a  suitable  and  judicious  selection  is  made,  this 
operation  may  prove  of  great  service ;  of  course  it  does  not 
cure  cirrhosis,  or  pretend  to  cure  it,  but  it  can  relieve  one  of 
its  most  distressing  consequences,  a  consequence  that  aggra- 
vates the  course  and  the  rapidity  of  the  disease  which  causes 
it,  and  often  renders  the  balance  of  life  that  is  left  scarcely 
worth  living ;  only  the  operation  must  be  performed  suf- 
ficiently early. 

The  question  really  turns  upon  the  view  that  is  taken  of 
the  causation  of  the  ascites.  If  the  ascites  is  of  mechanical 
origin  there  is  no  doubt  that  the  operation  is  capable  of 
giving  relief.  There  is  the  clinical  evidence,  familiar  to 
every  one,  that  a  certain  proportion  of  patients  suffering  from 
cirrhosis  who  are  treated  by  repeated  tapping  get  well,  even 
after  the  number  of  tappings  has  reached  twenty  or  thirty, 
or  even  more;  and  there  is  the  pathological  evidence  of  the 
enlargement  of  the  ordinary  anastomotic  channels  between 
the  radicles  of  the  portal  and  systemic  circulations,  and  of 
the  very  great  development  of  accessory  channels  in  the 
freshly  formed  adhesions, — as,  for  instance,  was  shown  most 
plainly  by  one  of  Morison's  cases  which  died  from  an  opera- 
tion for  ventral  hernia  two  years  after  the  omentum  had 
been  fixed.  If,  on  the  other  hand,  the  ascites  is  held  to  be 
not  mechanical,  or  not  wholly  mechanical,  in  origin,  but  to 
be  due  to  the  impairment  in  activity  of  the  liver-cells  caused 
by  defective  blood-supply,  it  is  equally  the  fact  that  the  only 
hope  of  restoring  the  activity  of  those  cells,  and  giving  them 
a  better  blood-supply,  consists  in  establishing  a  number  of 
vascular  adhesions  between  the  contiguous  surfaces  of  the 
VOL.  XXXV.  2 
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liver  and  tlie  parietal  peritoneum  at  a  period  when  com- 
pensatory growth  is  still  possible. 

The  operation  is  not  one  that  is  attended  by  any  serious 
degree  of  risk.  It  is  true  that  the  mortality,  as  judged  by 
statistics,  has  been  very  high  up  to  the  present  time,  but  this 
is  always  the  case  with  new  operations,  and  is  due  to  the  fact 
that  many  of  the  cases  were  not  suitable,  either  because  there 
was  no  cirrhosis  or  because  other  organs  were  gravely  in- 
volved, and  that  the  operation  has  been  performed  as  a  last 
resource,  when  everything  else  had  been  exhausted,  and  the 
patient  Avas  practically  dying.  With  better  selection  and 
earlier  operation  there  is  no  reason  why  the  mortality  should 
be  appreciably  higher  at  all  than  that  of  exploratory 
laparotomy.  So  far  as  the  technique  is  concerned,  there  is 
very  little  to  say.  I  have  always  employed  a  median  in- 
cision above  the  umbilicus,  and  I  cannot  see  how  any  other 
can  surpass  it,  either  in  safety  or  convenience.  The  whole 
surface  of  the  liver  can  be  easily  reached  through  it  and 
rubbed  with  a  gauze  pad,  which  is  quite  sufficient  to  cause 
the  formation  of  adhesions,  and  the  omentum  can  be  drawn 
up  and  fixed  transversely  across  the  abdomen  by  sutures 
inserted  from  the  parietal  surface  of  the  peritoneum.  A  firm 
binder  is  fastened  afterwards  around  the  upper  part  of  the 
abdomen  to  keep  the  walls  as  quiet  as  possible,  and  the 
patient  is  encouraged  to  sit  up  as  soon  as  he  can.  I  see  no 
object  in  employing  drainage  if  the  abdomen  is  fairly  well 
emptied,  while  there  is  always  a  certain  amount  of  risk  that 
the  wound  will  become  septic,  as  actually  happened  in  one 
recorded  case.  It  is  true  that  the  fluid  collects  again,  but  it 
collects  in  the  lowest  part  of  the  abdomen,  and  does  not 
disturb  the  formation  of  adhesions  between  the  omentum  and 
liver  on  one  side  and  the  parietes  on  the  other.  If  at  any 
time  it  becomes  excessive  it  may  be  drawn  off,  and,  as 
shown  by  the  history  of  those  cases  which  recover,  this  may 
require  to  be  done  repeatedly  in  the  first  two  or  three  months, 
until,  in  short,  the  anastomotic  channels  have  grown  Avide 
enough . 

Ascites  is  a  late  and,  as  a  rule,  a  very  serious  symptom  in 
cirrhosis.  It  means  that  the  power  of  resistance  of  the 
patient  has  begun  to  give  way.  If,  therefore,  the  cirrhosis 
is  not  complicated  by  other  disorders,  and  if  the  accumulated 
fluid  is  not  absorbed  quickly  and  completely  under  the  in- 
fluence of  such  drugs  as  iodide  of  potash,  it  seems  to  me 
more  rational  to  trv  and  establish  an  efficient  collateral  cir- 
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culation  without  further  delay  by  an  operation  Avhicli,  under 
such  conditions,  is  not  attended  by  any  grave  degree  of 
danger,  than  to  allow  the  patient  to  drift  on  in  a  Sate  of 
perpetually  increasing  misery,  relieved  now  and  then  by 
tapping,  until,  in  the  vast  majority  of  cases,  his  strength 
sinks  so  low  that  it  is  too  late  to'^do  anything  more  than 
watch,  the  progress  of  the  disease. 
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V. — The  OjJerative  Treatment  of  Cancer  of  the  Pj/Ioric 
Portion  of  the  Stomach.  Bj  B.  Gr.  A.  Moyxihax,  M.S. 
Bead  November  8,  1901. 

THERE  is  a  general  ag-reement  among  surgeons  tliat  tlie 
operative  treatment  of  malignant  disease  of  the  stomacli 
is  very  unsatisfactor}-.  The  immediate  mortality  resulting 
from  pylorectomy  or  j^artial  gastrectomy  is  certainly  a 
diminishing  one^  but  in  a  strikingly  large  proportion  of  cases 
the  health  of  the  patient  is  restored  for  only  a  brief  period ; 
recurrence  of  the  disease  is  soon  observed  and  rapidly  j^roves 
fatal. 

Hemmeter^  in  a  recent  article  upon  "  The  Early  Diagnosis 
of  Cancer  of  the  Stomach/^  says,  "  No  matter  what  our 
methods  of  treatment,  regardless  of  at  how  early  a  date  or 
with  what  skill  it  is  executed,  the  cases  treated  will  even- 
tually and  inevitably  suffer  from  a  recurrence  of  the  disease. 
This  is  an  actual  fact  in  99  per  cent,  of  all  gastric  cancers 
that  have  undergone  operation." 

The  examination  of  the  records  of  cases  operated  upon 
proves  decisively  that  the  disease,  in  the  majority  of  instances, 
returns  locally — returns,  that  is,  either  in  the  stomach-Avall 
or  in  the  adjacent  glands.  Lindner  records  twenty-eight 
recurrences  after  removal ;  of  these  fifteen  were  local,  twelve 
metastatic,  and  one  glandular.  In  order,  therefore,  to  prevent 
local  recurrence  it  is  necessary  to  remove  a  larger  portion  of 
the  stomach,  and  to  ensure  that  the  glands  most  likely  to  be 
affected  are,  at  the  same  time,  taken  away. 

The  classical  description  of  the  operation  of  pylorectoni}', 
which  has  been  handed  down,  with  trivial  alteration,  from 
Billroth's  time,  is  probably  followed  in  most  of  the  operations 
of  the  present  day.  If  the  anatomy  of  the  lymphatic  vessels 
and  glands  be  studied,  and  if  the  mode  of  invasion  of  the 
stomach  by  the  primary  growth  be  appreciated,  it  will  be 
found  that  the  operations  of  Billroth  leave  unfulfilled  certain 
essential  features  for  success. 

Mode  of  invasion  of  the  stomach  hy  the  -primo.ry  growth. — 
The  researches  of  Borrmann  and  Cuneo  have  shown  that  the 
most  common  point  of   commencement  of  carcinoma  in  the 


Cancer  of  the  Fyloric  Portion  of  the  Stomach.  21 

stomach  is  2  to  4  cm.  from  the  pylorus^  on  or  near  the  lesser 
curvature.  From  this  point  the  disease  spreads  gradually, 
but  more  rapidl}^  and  to  greater  extent  towards  the  body  of 
the  stomacli  than  towards  the  duodenum.  On  the  stomach 
side  the  growth  is  not  equal  in  all  directions.  There  is  a 
pronounced  tendency  for  the  induration  to  spread  towards 
the  curvatures.  As  a  rule,  both  curvatures  are  affected 
almost  equally.  In  an  examination  of  sixty-three  specimens 
Borrmann  obtained  the  following  results  : 

In  thirty-two  cases  both  curvatures  were  equally  affected. 

In  seven  cases  the  lesser  curvatui-e  was  more  extensively 
affected. 

In  nineteen  cases  the  greater  curvature  was  more  ex- 
tensively affected. 

In  three  cases  only  the  lesser  curvature  Avas  affected. 

In  one  case  only  the  greater  curvature  was  affected. 

In  one  case  both  curvatures  were  free,  the  body  only 
being  affected. 

Lebert  gives  the  following-  table  to  show  the  relative 
frequency  of  affection  of  the  various  regions  of  the  stomach  : 

Pylorus     . 
Lesser  curvature  . 
Cardia 

Anterior  wall 
Posterior  wall 
Both  walls 
Greater  curvature 
Diffuse      ... 

Towards  the  duodenum  the  spreading  is  slower  and  in- 
variably less  extensive.  From  Eokitansky  to  Cuneo  all  in- 
vestigators have  emphasised  the  fact  of  the  integrity  of 
the  duodenum.  Invasion  of  the  duodenum,  however,  does 
occur  to  a  slight  extent,  as  shown  by  Carle  and  Fantino,  and 
must  be  reckoned  with  when  an  ideal  operation  is  planned. 
If  sections  are  made  at  the  edge  of  a  malignant  neoplasm 
and  the  slides  examined,  the  following  condition  will  be 
found : — The  edge  of  induration  corresponds  to  the  limit  of 
growth  in  the  mucosa.  In  the  submucosa  the  growth  extends 
much  further  in  a  solid  unbroken  mass ;  beyond  the  edge  of 
this  mass  isolated  nodular  deposits  of  growth  extend,  be- 
coming smaller  as  their  distance  from  the  tumour  increases. 
The  subserous  and  the  serous  coats  are  implicated  approxi- 
mately to  the  same  extent  as  the  mucosa.     In  removing  any 
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growth  tlie  section  of  the  stomach  must,  it  necessarily  follows, 
be  made  very  wide  of  the  indurated  edge. 

Lyviphatics  of  the  stoviaclt. — The  lymphatic  glands  of  the 
stomach  are  situated  chiefly  along  the  vessels. 

1.  Coronary  groiqy. — This  chain  is  placed  along  the  lesser 
curvature  of  the  stomach  in  close  approximation  to  the 
coronary  artery.  The  number  of  the  glands  is  very  variable. 
They  are  continued  upwards  along  the  coronary  artery  as 
far  as  its  origin  from  the  cceliac  axis,  and  there  become  con- 
tinuous with  the  glands  along  the  upper  border  of  the 
pancreas.  One  or  two  small  glands  lie  over  the  termination 
of  the  oesophagus. 


Fig.  1. — Showing  the  lymphatic  areas  and  glands  of  the  stomach.       C  is  tiie 

"  isohitcd  area." 

2.  Hepatic  groiqj  is  placed  along  the  hepatic  artery,  and 
reaches  up  to  the  liver ;  some  of  its  members  lie  along  the 
pyloric  artery. 

3.  Glands  of  the  greater  curvature  lie  along  the  right 
gastro-epiploic  artery.  At  the  pylorus  they  are  numerous 
and  close  together,  and  pass  behind  the  stomach  to  the  head 
of  the  jDancreas,  and  upwards  towards  the  hepatic  group. 
The  lymphatics  of  the  left  gastro-epiploic"  artery  transmit 
their  vessels  to  the  hilum  of  the  spleen. 

The  lymphatic  vessels  draining  into  these  glands  pass 
very  obliquely  in  the  Avails  of  the  stomach. 

We  may  therefore  describe  three  chief  lymphatic  areas  of 
the  stomach. 
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{(>)  An  area  along"  the  lesser  curvature  from  which  the 
lymphatic  vessels  pass  upwards  and  to  tlic  left  into  the 
coronary  glands. 

[h)  An  area  along  the  greater  curvature  from  which  the 
lymphatic  vessels  pass  downwards  and  to  the  right  into  the 
glands  of  the  greater  curvature. 

(c)  An  area,  comprising  the  greater  tuberosity  of  the 
stomach,  extending  up  to  the  oesophagus,  and  on  the  greater 
curvature  as  far  as  the  limit  of  the  supply  of  the  left  gastro- 
epiploic artery. 

If  these  statements  are  correct  it  would  naturally  be  ex- 
pected that  in  cases  of  malignant  disease  beginning  in  the 
pyloric  half  of  the  stomach  the  growth  would  extend  in  the 
direction  of  the  curvatures,  and  that  the  glands  along 
the  curvatures  would  be  affected,  whereas  the  greater 
tuberosity  of  the  stomach  and  the  glands  which  drain  it 
would  escape.  An  examination  of  a  large  number  of  speci- 
mens bears,  out  this  supposition.  Indeed,  the  third  lymphatic 
area  (o)  of  the  stomach  may  be  looked  upon  as  an  area  apart, 
as  one  into  which  extension  very  rarely  occurs,  and  as  one, 
therefore,  whose  lymphatic  vessels  and  glands  remain  healthy. 

Upon  the  following  grounds,  then,  I  have  based  the  opera- 
tion which  I  describe  below  : 

1.  Malignant  disease  of  the  stomach  commences  most 
often  near  the  pylorus,  just  below  the  lesser  curvature. 

2.  From  its  point  of  origin  it  spreads  most  widely  in 
the  submucosa,  and  chiefly  towards  the  cardiac  end  of  the 
stomach. 

3.  On  the  duodenal  side  it  spreads  tardily,  and  never 
extensively. 

4.  The  drift  of  the  growth  is  towards  the  curvatures, 
chieHy  the  greater  curvature. 

5.  The  lymphatics  draining  the  affected  area  pass  to 
glands  situated  along  the  coronary  and  pyloric  arteries 
above,  and  the  right  gastro-epiploic  and  the  gastro-duodenal 
arteries  below. 

6.  The  greater  tuberosity  of  the  stomach  is  practically 
never  involved  by  the  spread  of  growth  from  the  pyloric 
end. 

In  order  to  ensure  complete  removal  of  the  primary 
growth,  of  the  infiltrated  lymphatic  vessels,  and  of  the  glands 
into  which  those  vessels  drain,  it  will  be  necessary  to  remove 
the  stomach  as  far  up  on  the  lesser  curvature  as  the  point  of 
abutment  of  the  coronary  artery,  and  on   the  greater  curva- 
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ture  as  far  as  the  termination  of  tlie  right  gastro-epiploic 
artery,  and  to  remove  the  jfirst  portion  of  the  duodenum. 
This  must  be  done  in  all  cases,  and  unsparingly,  if  our  results 
are  to  show  improvement. 

The  necessary  corollary  of  this  requires,  perhaps,  more 
forcible  emphasis.  It  is  that  the  part  of  the  stomach  which 
the  disease  does  not  tend  to  involve  should  be  left.  The 
great  tuberosity  of  the  stomach  is  rarely  invaded,  and  should 
therefore  rarely  be  removed.  Surgery  should  be  as  radical  as 
is  necessary,  but  should  also  be  as  conservative  as  is  possible 
and  safe. 

The  operation  is  carried  out  in  the  following  way  : — The 
abdomen  is  opened  about  half  an  inch  to  the  right  of  the 
middle  line  through  the  rectus  muscle,  the  fibres  of  which  are 
split.  The  incision  must  be  of  good  length,  so  that  adequate 
room  is  afforded  for  the  subsequent  manipulations.  The 
stomach  being  exposed,  a  preliminary  ligature  is  applied  to 
•its  chief  vessels — the  coronary,  the  pyloric,  the  gastro- 
duodenal,  and  the  left  gastro-epiploic.  The  veins  running 
with  the  arteries  are  included  in  the  ligatures,  and  in  each 
case  two  ligatures  are  tied,  and  the  vessels  are  divided 
between  them.  The  coronary  artery  is  exposed  first,  as  it 
lies  in  the  "ligament  of  Huschke  " — the  falx  coronaria — whose 
folds  enclose  it.  This  is  readily  done  if  the  position  of  the 
artery  be  defined  by  lifting  up  the  liver  and  exerting  traction 
upon  the  stomach,  pulling  the  \nscus  forcibly  downwards  and 
outwards  until  a  ridge  is  raised  up  in  the  peritoneum  by  the 
underlying  vessel.  The  artery  and  vein  are  then  surrounded 
by  two  ligatures,  passed  with  an  aneurysm  needle  or  Greig 
Smith's  forceps,  and  divided.  If  the  vessel  is  easily  seen  it 
should  be  divided  after  the  oesophageal  branches  have  been 
given  off,  as  these  offsets  carry  blood  not  only  to  the 
oesophagus,  but  to  a  portion  of  the  fundus  of  the  stomach. 

The  pyloric  artery  and  the  gastro-duodenal  are  best  found 
by  exposing  the  hepatic  artery,  from  which  they  both  arise, 
separately  or  by  a  common  trunk.  The  hepatic  can  be  found 
a  little  above  the  pylorus  before  it  passes  upwards  in  front  of 
the  foramen  of  Winslow.  A  gentle  traction  of  the  pylorus 
downwards  and  to  the  right  will  render  its  discovery  an 
easier  matter,  or  the  vessel  may  be  ligatured  after  section 
of  the  stomach  on  the  left,  as  suggested  by  Cuneo.'  The 
pyloric  portion  of  the  stomach,  after  section,  is  turned  over  to 
the  right  and  dragged  firmly.  In  the  pancreatico- duodenal 
recess  the  vessels  can  be  felt  and  safely  ligatured.     The  left 
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gastro-epiploic  is  ligatured  at  the  point  of  section  of  the 
stomach,  at  the  junction  of  the  great  tuberosity  with  the 
body  of  the  viscus.  This  point  has  to  be  guessed  at  approxi- 
mately, but  a  little  experience  of  stomachs  in  the  po>it-mortevi 
room  will  enable  the  operator  to  obtain  the  correct  point 
accurately.  The  vessels  being  ligatured  the  omenta  are 
separated  from  the  stomach,  and  are  divided  at  such  a  dis- 
tance from  the  viscus  as  will  ensure  that  all  the  glands 
remain  with  the  stomach.  A  few  points  may  require  clipping 
and  ligaturing  during  this  manij^ulation. 

It  is  important  to  rememl^er  that  the  middle  coeliac  artery 
is  readily  wounded  in  dividing  the  great  omentum.     Its  injury 


Fig.  2— Sbowing  the  ligatures  applied  to  the  vessels  aud  the  lines  of  section  of 
the  stomach  and  duodenum.     A  A,  lines  of  incisions. 


involves  a  risk  of  gangrene  of  the  colon,  and  extreme  care 
should  therefore  be  exercised  in  dividing  the  omentum  in  its 
neighbourhood.  The  stomach  and  duodenum  are  now  free. 
A  Kocher's  clamp  is  applied  at  the  cardiac  end,  a  Doyen^s 
clamp  on  the  duodenum,  at  the  junction  of  the  first  and  second 
portions,  and  th'e  portion  between  the  clamps  removed.  The 
portion  taken  away  consists  of  the  lymphatic  areas  a  and  h, 
the  first  portion  of  the  duodenum,  and  all  the  lymphatic 
glands  along  the  coronary  and  right  gastro-epiploic  arteries. 
After  its  removal  a  gland  or  two  from  the  head  of  the  pan- 
creas may  have  to  be  dissected  away,  and  possibly  a  small 
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portion  of  tlie  pancreas  itself  may  need  removal,  as  in  cases 
recorded  by  Richardson^  Obalinski,  Christy  Wilson,  and 
myself. 

The  anastomosis  between  the  stomach  and  intestine  must 
now  be  made.  End-to-end  approximation  (Kocher's  method) 
or  a  separate  gastro-enterostomy  with  suture  of  the  stomach 
and  duodenal  cut  surfaces  may  be  performed.  In  my  ovra 
case  I  found  it  impossible  to  perform  end-to-end  suture,  and 
I  therefore  closed  both  ends  and  performed  a  posterior 
gastro-enterostomy,  pulling  a  loop  of  the  jejunum  up  through 
a  slit  in  the  transverse  mesocolon.  End-to-end  approxima- 
tion is  the  most  desirable  method,  and  has  the  support  of 
Mikulicz,  Kronlein,  and  Terrier.  If,  however,  the  first 
portion  of  the  duodenum  is  removed  it  will  be  found  a 
matter  of  great  difficulty,  if  not  an  impossibility,  to  effect 
an  anastomosis  ^vithout  undue  tension. 
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VI. — Two  Gases  of  Inira-crouial  Section  of  the  se-cond 
and  third'  divisions  of  the  Trigeminal  Nerve  for 
Severe  Neuralgia.  By  Thomas  H.  Morse.  Bead 
November  22,  1901. 

DUIlINGr  tlie  last  ten  years  many  valuable  articles  have 
appeared  in  the  different  journals  on  the  surgical  treat- 
ment of  trigeminal  neuralgia.  In  1891  Mr.  Victor  Horsley 
published,  in  the  British  Medical  Journal,  three  lectures.  He 
there  described  an  operation  for  removing  the  Gasserian 
ganglion,  after  having  removed  the  bone  over  the  temporal 
fossa  and  opened  the  dura  mater  over  the  temporo-sphenoidal 
lobe,  so  that  the  trunk  of  the  fifth  nerve  could  be  divided 
between  the  Gasserian  ganglion  and  its  origin  from  the  side 
of  the  pons. 

In  1892  Mr.  Rose,  in  the  Lettsomian  Lectures,  gave  a  very 
full  account  of  our  knowledge  of  this  subject,  entering  into 
the  pathology,  clinical  history,  and  operative  treatment, 
showing  that  reunion  of  the  divided  nerves  was  the  common 
cause  of  failure  to  cure.  This  led  him  to  divide  the  nerves 
as  high  up  as  possible,  and  finally  to  remove  the  Gassei-ian 
ganglion,  which  was  reached  by  trephining  the  base  of  the 
skull  through  the  pterygoid  region. 

In  1892,  also.  Hartley  in  America,  and  Krause  in  Germany, 
simultaneously  described  an  intra-cranial  but  extra-dural 
method,  a  procedure  now  known  as  the  Hartley-Krause 
operation,  which  has  since  been  followed  by  Mr.  Jonathan 
Hutchinson,  jun.,  Mr.  Lynn  Thomas,  and  other  surgeons. 

In  the  two  cases  that  I  wish  to  bring  before  you  also  this 
method  was  adopted. 

It  is  evident  that  to  obtain  a  cure  section  of  the  nerves 
must  be  above  the  diseased  part,  hence  the  Gasserian 
ganglion  has  been  removed,  and  even  in  Mr.  Horsley's  cases 
the  trunk  of  the  nerve  was  divided  between  the  ganglion 
and  its  origin  from  the  side  of  the  pons;  but  the  complete 
removal  of  the  Gasserian  ganglion  necessitates  tearing  of  the 
cavernous  sinus,  thus  adding  to  the  severity  of  the  operation. 

Now  in  many  cases  it  appears  that  the  disease  is  of 
peripheral  origin  ;  hence,  in  these  cases,  if  section  of  the  nerves 
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on  the  distal  side  of  tlie  ganglion  can  be  performed  and 
reunion  prevented,  a  cure  should  be  expected. 

At  the  meeting  of  the  British  Medical  Association  at 
Portsmouth,  in  1899,  Mr.  Lynn  Thomas  showed  photographs 
and  gave  histories  of  cases  in  -which  he  had  divided  the 
second  and  third  divisions  of  the  fifth  nerve  by  the  Hartley- 
Krause  method,  and  to  prevent  reunion  had  blocked  the 
foramen  rotundum  and  foramen  ovale  with  Horsley's  wax, 
which  was  left  in  the  skull  without  doing  any  harm.  If  it 
can  be  proved  in  course  of  time  that  the  wax  is  not  absorbed, 
and  that  reunion  is  permanently  prevented  by  it,  I  think  the 
removal  of  the  ganglion  or  the  section  of  the  nerve  above  it 
Avill  be  unnecessary. 

The  two  cases  I  wish  to  bring  before  you  are  almost 
exactly  similar. 

Case  1. — Mr.  S.,  «t.  73,  was  referred  to  me  by  Dr. 
Burton-Fanning  in  August,  1899,  with  the  following-  historv: — 
For  the  last  two  years  he  had  suffered  from  agonising 
paroxysms  of  pain,  always  occurring  on  the  right  side  of  the 
face  over  the  area  corresponding  to  the  distribution  of  the 
second  and  third  divisions  of  the  fifth  nerve.  Most  of  his 
teeth  had  been  removed  without  having'  any  effect  upon  his 
condition. 

The  paroxysms  occurred  suddenly  and  were  very  acute. 
During  their  duration,  which  was  for  about  a  minute,  he 
appeared  as  if  suddenly  stabbed  through  the  jaws.  He 
would  call  out  and  roll  about  holding  his  face;  of  late  the 
pain  has  increased  in  severity  and  in  frequency,  occurring 
sometimes  every  ten  minutes. 

The  movements  of  the  tongue  in  the  mouth  will  generally 
bring  on  a  paroxysm,  hence  he  is  afraid  to  eat  and  is  losing 
flesh  in  consequence. 

He  generally  sits  in  his  chair  with  the  saliva  dribbling 
from  his  mouth,  being  afraid  to  make  any  effort  to  swallow 
it.  He  has  also  acquired  the  habit  of  constipation  from  fear 
of  the  least  straining  at  stool. 

The  quantity  of  urine  passed  in  twenty-four  hours  has 
diminished  to  10  oz.,  entirely  due  to  his  being  afraid  to 
swallow  suflficient  liquid.  By  careful  feeding,  however,  this 
was  increased  during  the  few  days  that  he  was  under  observa- 
tion before  operation  to  two  and  a  half  pints. 

Operation. — On  August  24,  1899,  ether  was  administered 
by    Mr.    Muriel.     I  was  assisted,   with    his   usual    skill    and 
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common  sense,  by  the  late  Mr.  Waring,  to  whom  much  of  the 
successful  issue  of  the  case  is  due. 

An  incision  was  made  down  to  the  bone,  commencing 
close  to  the  external  angular  process  of  the  frontal  bone, 
along  the  temporal  ridge,  and  down  to  the  insertion  of  the 
ear.  Having  turned  down  the  skin  flaj-)  and  cut  away  the 
greater  part  of  the  temporal  muscle,  I  commenced  Avith 
hammer  and  gouge  to  remove  the  bone,  cutting  thin  shavings 
parallel  to  the  dura  mater  until  the  latter  was  exposed 
sufficiently  to  get  beneath  it  a  strong  pair  of  cutting  gouge 
forceps,  and  with  these  rather  more  than  two  square  inches  of 
bone  were  removed.  The  dura  mater  was  then  easily  detached 
from  the  floor  of  the  middle  fossa,  and,  together  Avitli  the 
brain,  pressed  upwards.  There  was  a  constant  oozing  of 
blood,  which  obscured  the  field  of  operation.  The  second 
division  of  the  fifth  nerve  came  first  into  view  passing  into 
the  foramen  rotundum ;  this  was  caught  up  with  a  squint 
hook  and  divided  with  scissors  ;  next  the  large  trunk  of  the 
third  division  was  found  and  divided  ;  the  Grasserian  ganglion 
could  be  demonstrated  with  the  large  cavernous  sinus  lying- 
directly  above  it,  and  quite  intact. 

I  next  put  in  a  large  plug  of  Horsley's  wax  for  the  two 
purposes  of  stopping  hfemorrhage  and  of  interposing  a  thick- 
ness of  about  a  quarter  of  an  inch  between  the  divided  ends 
of  the  nerves  to  prevent  their  reunion.  The  dura  mater  was 
then  allowed  to  fall  back  into  its  place  and  the  skin 
sutured. 

The  shock  following  was  not  great,  and  all  pain  ceased 
immediately  after  the  operation. 

He  recovered  completely,  gained  flesh,  and  lost  his  dis- 
tressed look.  It  is  now  more  than  two  years  since  the 
operation,  and  he  has  never  had  any  return  of  pain. 

The  photograph  shows  the  portion  of  bone  removed  ; 
pulsation  is  still  to  be  seen  and  felt  over  this  area. 

Case  2. — Mrs.  C,  fet.  66,  sent  to  me  for  operation  by 
Dr.  Fanning. 

History. — For  the  last  ten  years  she  has  suffered  from 
severe  neuralgic  pains  on  the  right  side  of  the  head  and  face, 
over  the  parts  corresponding  to  the  distribution  of  the  second 
and  third  divisions  of  the  fifth  nerve. 

The  pain  has  of  late  been  more  severe  and  more  con- 
tinuous. It  comes  on  in  paroxysms,  which  can  be  produced 
by  any  sudden  noise,  or  any  slight  irritant  such  as  a  draught 
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of  cold  air,  or  even  by  a  light  touch.  Both  eating  and 
drinking  will  cause  it,  hence  she  has  lost  flesh  of  late,  not  having 
been  able  to  take  sufficient  food.  Her  sleep,  also,  is  generally 
verv  disturbed ;  nearly  all  the  teeth  have  been  removed,  the 
effect  of  which  was  only  to  increase  the  pain. 

The  pain  was  severe  in  the  temporo-malar  and  auriculo- 
temporal ne/ves,  also  in  the  side  of  the  tongue  and  in  both 
upper  and  lower  jaws  of  the  right  side,  as  well  as  in  the 
skin  covering  them. 

The  first  division  of  the  nerve  was  not  affected. 

October  25,  1901. — Chloroform  was  given  by  Dr.  Fanning, 
the  head  having  been  prepared  antiseptically.  I  made  an 
incision  from  the  external  angular  process  of  the  frontal  bone, 
curving  upwards  along  the  temporal  ridge  and  downwards 
to  the  highest  part  of  the  attachment  of  the  ear. 

The  skin  flap,  tog-ether  with  the  temporal  muscle  and  as 
much  as  possible  of  the  periosteum,  w^as  detached  and  drawn 
doAvnwards.  The  bone  was  then  cut  w-ith  a  mallet  and 
gouge  in  such  a  way  as  to  take  off  thin  shavings  of  bone 
over  a  surface  of  about  two  square  inches,  always  cutting 
parallel  Avith  the  dura  mater,  until  the  latter  was  exposed 
sufficiently  to  insert  the  gouge  cutting  forceps,  with  which 
all  the  rest  of  the  bone  was  removed  to  the  required 
extent. 

Next  the  dura  mater  was  detached  from  the  middle  fossa 
of  the  skull,  and  together  with  the  temporo-sphenoidal  lobe 
pressed  upwards  and  held  so  with  a  broad  retractor  until 
the  Gasserian  ganglion  came  into  view,  with  the  cavernous 
sinus  lying  upon  it.  The  third  division  was  easily  seen  and 
was  caught  up  on  a  squint  hook  and  divided  with  scissors ; 
the  second  di\dsion  of  the  nerve  was  then  caught  up  and 
divided  in  the  same  way.  During  all  this  time  there  was  a 
constant  welling  up  of  blood,  and  the  various  steps  of  the 
operation  had  to  be  performed  in  the  intervals  that  were 
olDtained  by  stuffing  the  wound  with  gauze,  and  waiting  about 
a  minute  before  removing  it,  and  repeating  this  process  when 
the  field  of  operation  w^as  again  obscured.  I  then  put  in  a 
piece  of  Horsley's  antiseptic  wax  and  pressed  it  into  the 
bottom  of  the  fossa  and  into  the  foramen  ovale  and  foramen 
rotundum,  so  that  it  remained,  about  a  quarter  of  an  inch 
thick  and  spread  out  to  about  the  size  of  a  shilling,  thus 
interposing  a  considerable  plug  between  the  divided  ends 
of  the  nerves  with  the  hope  of  preventing  their  reunion 
permanently. 


DESCRIPTION   OF  PLATE  III. 

To  illustrate  Mr.  Morse's  two  cases  of  Intra-cranial  Section  of  the 
Second  and  Third  Divisions  of  the  Trigeminal  Nerve  for  Severe 
Neuralgia. 
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The  wound  was  then  united  and  recovery  was  uninter- 
rupted. Pain  ceased  immediately  after  the  operation,  and 
up  to  the  present  time  has  never  recurred;  the  patient  is 
quite  well. 

I  Avish  to  call  attention  to  the  simplicity  of  this  operation 
as  compared  with  other  methods,  also  to  the  rapidity  with 
which  it  can  be  done,  occupying  on  the  dead  subject  from 
ten  to  fifteen  minutes  onlv. 


32  Mr.  J.  Hutcliinsou's  Cases  of 


VII. — Five  Cases  of  OiJeration  on  the  Gasserian  Gan- 
glion for  Einleptiforni  Neuralgia  of  the  Fifth  Nerve. 
By  J.  HuTCHiNSOx,  jun.     Bead  November  22,  1901. 

ALL  these  cases  were  examples  of  inveterate  and  most 
severe  neuralgia  occurring  in  elderly  subjects,  four  of 
them  males  and  one  female.  Particulars  of  some  of  rliem  have 
already  been  published  in  the  British  Medical  Journal  of 
ISTovember  5,  1898,  and  the  Transactions  of  the  Medical 
Society,  vol.  xxiii,  1900,  p.  274^  and  the  following  brief 
summary  will  here  suffice. 

Case  L — Thomas  B.,  tet.  57,  -right  fifth  nerve  affected 
for  fifteen  years.  Many  operations  on  branches  of  the  second 
and  third  divisions,  including  neurectomy  of  the  inferior 
dental  and  removal  of  Meckel's  ganglion;  pain  returned  worse 
than  ever  with  intervals  of  only  a  few  minutes  between  each 
attack  ;  reflex  spasm  of  facial  and  jaw  muscles '  during  the 
attacks;  pain  only  alleviated  by  large  doses  of  morphia. 
Excision  of  lower  part  of  Gasserian  ganglion,  ^\\t\\  second 
and  third  divisions,  October,  1897  (Hartley-Krause  method)  ; 
bleeding  so  troublesome  that  operation  had  to  be  completed 
in  two  stages.  Patient  shown  Xovember,  1901,  four  years 
after  operation ;  he  has  been  perfectly  free  from  pain  ever 
since  it  was  performed. 

Note. — Before  operation  the  neuralgia  had  involved  the 
scalp  as  far  back  as  the  occipital  region,  though  always  much 
the  worst  in  the  distribution  of  the  two  maxillary  nerves. 

Case  2.— Thomas  S.,  tet.  44.  Duration  of  neuralgia 
fifteen  years.  In  1897  was  operated  on  by  another  surgeon 
by  the  pterygoid  route  (Rose's  method).  The  operation  was 
done  in  two  stages;  it  was  very  prolonged,  and  owing  to 
haemorrhage  and  shock  his  life  was  endangered.  The 
Gasserian  ganglion  was  thought  to  have  been  excised,  but 
the  neuralgia  recurred  after  a  short  interval ;  subsequently  he 
took  to  injecting  morphia  in  very  large  amounts  to  relieve 
the  pain.     Operation    by  the    temporal    route    April,   1899; 
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haemorrhage  considerable  ;  external  carotid  artery  ligatured  ; 
lower  part  of  ganglion  and  second  and  third  divisions  re- 
moved. The  aperture  in  the  base  of  the  skull  at  the  prior 
operation  was  found  to  have  been  made  a  third  of  an  inch 
outside  the  ganglion,  which  was  quite  intact.  The  patient, 
shown  November,  1901  (two  years  and  a  half  after  operation), 
has  been  entirely  free  from  j^ain  ever  since,  and  has  not  used 
a  single  dose  of  morphia. 

Case  3. — Louisa  C,  a3t.  56.  Duration  of  neuralgia 
many  years  ;  no  previous  operation.  Gasserian  ganglion  re- 
moved, with  exception  of  ophthalmic  division,  September, 
1898.  Has  greatly  improved  in  health,  and  remains  free 
from  pain,  November,  1901  (over  two  years). 

Case  4. — Thomas  W.,  fet.  64.  Duration  of  neuralgia  four 
years.  Ophthalmic  division  involved,  and  pain  felt  during 
attacks  in  less  degree  over  the  whole  right  side  of  head. 
Operation  June,  1899.  Dura  mater  was  thin,  and  tore  readily. 
Whole  of  ganglion,  with  ophthalmic  division,  removed.  Owing 
to  pressure  at  the  time  of  operation  by  the  retractor,  he  had 
temporary  left  hemiplegia,  which  was  ultimately  quite  re- 
covered from.  After  some  months,  during  which  the  right 
cornea  had  been  sound  though  ana?sthetic,  an  ulcer  formed 
on  it,  Avhicli  resisted  all  treatment,  and  finally  necessitated 
removal  of  the  eye.  The  patient  (shown  November,  1901) 
has  remained  quite  free  from  pain  since  the  operation  (nearly 
two  and  a  half  years) . 

Case  5. — Samuel  G-.,  ret.  64.  Neuralgia  for  some  time 
confined  to  the  inferior  maxillary  division,  which  was 
operated  on  extra-cranially  by  Mr.  Stanley  Boyd.  In 
August,  1891,  I  performed  neurectomy  of  the  inferior  dental 
nerve  by  trephining  the  lower  jaw;  relief  for  several  months, 
then  recurrence  in  both  lower  divisions  of  the  fifth.  Opera- 
tion on  Gasserian  ganglion  (by  temporal  Moute)  October  7, 
1901.  In  this  case  the  middle  meningeal  artery  was  not 
ligatured;  in  the  four  previous  ones  this  vessel  was  tied  and 
divided.  The  patient  Avas  shown  November,  1901,  as  an 
illustration  of  the  absence  of  any  deformity  produced  by  the 
operation. 

It  will  be  noted  that  in  only  one  of  the  five  cases  was  the 
ophthalmic  division  removed,  yet  in  all  of  them  there  has  not 
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been  the  slightest  return  of  pain.  It  is  thought  by  some  that 
if  the  lower  part  of  the  ganglion  and  its  two  main  divisio7is 
are  excised  the  neuralgia  may  return  in  the  first  division. 
I  do  not  think  this  has  been  proved  in  any  case,  although,  of 
course,  it  is  possible.  On  the  other  hand,  it  must  be  remem- 
bered that  in  four  out  of  five  cases  of  severe  epileptiform 
neuralgia  the  ophthalmic  division  is  not  involved,  and  it  is 
obviously  a  great  advantage  if  it  can  be  spared  by  the 
operator.  For  in  the  first  place,  Avhatever  precautions  are 
taken  after  the  operation,  an  anaesthetic  cornea  is  liable  at 
any  time  to  become  ulcerated;  this  was  illustrated  by  Case  4, 
and  is  no  doubt  due  to  the  access  of  septic  dust  Avhicli  is  not 
felt  and  is  allowed  to  adhere  to  the  cornea.  In  the  second 
place,  the  chief  difficulty  and  risk  of  the  operation  are  met 
with  in  dealing  wdth  the  upper  edge  of  the  ganglion  and  the 
ophthalmic  division.  Many  cases  have  been  recorded  in 
Avhich  the  fourth,  the  sixth,  and  even  the  third  nerve  have 
been  damaged  at  this  stage,  or  the  cavernous  sinus  opened. 
At  present  there  is  no  doubt  that  the  operation  by  the 
temporal  route  is  by  far  the  best,  and  it  is  not  too  much  to 
say  that  the  various  methods  of  approaching  the  ganglion 
from  below  with  their  drawbacks  of  division  of  the  zygoma, 
scarring  of  the  face,  etc.,  should  be  entirely,  discarded. 
Their  chief  defect  is  that  the  ganglion  cannot  be  satisfactorily 
exposed  by  means  of  them.  The  combination  of  the  two 
methods  knowm  as  Doyen's  operation  has  no  advantage  Avhat- 
ever,  and  it  should  be  noted  that  two  out  of  three  of  Doyen's 
own  cases  died  wdthin  ten  days  of  the  operation.  There  is 
no  necessity  to  make  a  large  flap  on  the  side  of  the  head,  the 
base  of  the  flap  corresponds  to  the  upper  border  of  the 
zygoma,  starting  an  inch  behind  the  external  angular  process, 
and  finishing  above  and  behind  the  condyle  of  the  lower  jaw. 
The  bone  removed  is  the  thinnest  part  of  the  cranial  vault, 
and  a  large  trephine  followed  by  Hoffmann's  cutting  forceps 
seems  the  best  instrument  for  the  purpose.  I  have  not 
replaced  the  bone  in  any  of  my  cases.  If  it  is  possible  to 
avoid  division  of  the  middle  meningeal  artery,  as  is  sometimes 
the  case,  this  is  certainly  an  advantage.  The  constant  oozing 
from  the  dura  mater  which  is  so  troublesome  may  be  largely 
avoided  by  keeping  the  patient  in  the  sitting  posture.  The 
suggestion  made  in  America  that  the  dura  mater  should  be 
deliberately  incised,  and  the  cerebro-spinal  fluid  let  out,  is,  I 
am  sure,  a  mistaken  one.  In  the  only  case  of  the  five  now 
reported  in  which  the  dura  mater  was  opened,  the  pressure 
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on  the  brain  caused  by  the  retractor  was  followed  hy 
temporary  hemiplegia.  The  escape  of  cerebro-spinal  fluid 
for  some  days  after  the  operation  must  be  both  a  disadvantage 
and  a  danger.  An  electric  head  lamp  is  almost  essential  to 
enable  the  ganglion  to  be  properly  and  cleanly  dealt  with. 
In  several  of  the  reported  cases  (Tiffany,  Trans.  Amer.  Surg. 
Aftsoc,  1896)  the  operator  is  supposed  to  have  "  broken  up 
the  ganglion^'  with  a  scoop.  It  need  hardly  be  said  that 
such  a  proceeding  must  be  as  futile  as  it  is  dangerous. 

T/ie  mortality  followivg  the  operation. — Tiffany  {loc.  cit.), 
in  1896,  collected  108  cases,  including  nine  of  his  own,  and 
the  mortality  of  these  worked  out  at  23  per  cent.  Comment- 
ing upon  this  heavy  mortality  Ransohoff  stated  his  belief  that 
the  true  mortality  of  the  operation  would  be  found  to  be 
nearly  50  per  cent.  Such  an  estimate  must  be  entirely 
beyond  the  mark,  and  even  Tiffany's  record,  with  a  death 
rate  of  one  in  four,  cannot  be  accepted  as  representing  the 
real  danger  of  the  operation  in  competent  hands.  His  108 
cases  had  been  operated  on  by  no  less  than  forty-seven 
surgeons,  and  by  such  varying  methods  as  the  Hartley- 
Krause  one,  intra-dural  section  of  the  root,  Rose's  method. 
Doyen's,  and  the  like.  It  is  certain  that  the  mortality 
folloAving  excision  of  the  Gasserian  ganglion  by  the  temporal 
route  ought  not  to  exceed  from  5  to  10  per  cent.  It  should 
steadily  diminish  with  increasing  experience  of  the  operation, 
a  resort  to  it  before  the  patient  is  worn  out  by  his  suffering, 
and  by  the  adoption  of  the  method  described  in  which  the 
ophthalmic  division  is  spared.  Besides  the  five  cases 
mentioned  above  I  have  operated  on  the  Gasserian  ganglion 
in  one  other,  but  in  the  last  a  tumour  was  found  growing 
from  the  base  of  the  skull  and  pressing  on  the  nerve;  this 
could  only  partially  be  removed,  and  the  relief  afforded  was 
only  temporary. 
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VIII. — A  Case  of  Partial  Excision  of  the  Gasserian 
GanqUon.  Bj  Cuthbeet  S.  Wallace.  Bead  Novem- 
ber 22,  1901. 

HE.,  male  set.  31,  a  wheelwright.  The  neuralgia  began 
•  six  years  ago,  affected  the  second  division,  and 
was  often  brought  on  by  movements  of  the  tongue  or 
mastication.  Two  years  after  commencement  of  the  illness 
the  infra-orbital  nerve  was  divided  at  the  foramen.  The 
procedure  gave  him  relief  for  three  weeks  only.  Latterly 
the  pain  had  become  worse,  so  that  hardly  a  night  passed 
without  an  attack,  and  any  attempt  to  follow  his  occupation 
Avas  prevented  by  a  severe  attack  of  tic.  Patient  was 
admitted  under  Dr.  Box  into  St.  Thomases  Hospital,  who, 
after  trying  all  remedies,  advised  the  patient  to  submit  to 
operation.  The  greatest  number  of  attacks  in  one  day  was 
twenty,  though  they  were  usually  of  short  duration.  The 
mortality  of  the  operation  was  put  to  him,  and  he  decided  to 
run  the  risk. 

The  Hartley-Krause  route  was  chosen,  and  from  the 
outset  the  haemorrhage  was  very  free.  In  approaching  the 
ganglion  the  middle  meningeal  was  torn,  and  as  the  bleeding 
was  very  free  and  could  not  be  stopped,  the  external  carotid 
artery  was  tied,  and  the  operation  proceeded  Avith.  The 
second  and  third  divisions  and  the  ganglion  were  exposed, 
but  in  the  separation  of  the  ophthalmic  division  a  sinus  was 
wounded,  and  exceedingly  free  bleeding  was  the  result.  As 
this  could  not  be  controlled  and  a  proper  view  obtained  at 
the  same  time,  the  second  and  third  divisions  Avith  the 
corresponding  part  of  the  ganglion  were  cut  away,  and  the 
Avound  plugged  and  then  closed.  (Date  September  11,  1901.) 
Patient  since  that  time  has  been  free  from  pain.  The  area 
supplied  by  the  ophthalmic  division  is  practically  normal, 
■  the  anaesthesia  coi^'esponding  to  the  usual  distribution  of  the 
second  and  third  divisions,  including  half  the  tongue,  palate, 
and  inside  of  the  corresponding  cheek. 
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Tlie  part  of  tlic  ganglion  removed  has  been  kindly 
examined  by  Dr.  yeligmann,  who  states  in  a  provisional 
report  that  there  are  large  numbers  of  nerve-cells,  some 
normal,  and  others  in  various  stages  of  degeneration,  as 
shown  by  disarrangement  of  the  Nissl  bodies. 

Whether  this  method  of  dealing  with  cases  of  facial 
neuralgia  will  prove  useful  depends  on  the  relief  aiforded. 
If  this  is  permanent,  then  the  operation  is  certainly  to  be 
preferred  to  the  more  severe  operation  with  its  danger  to  the 
eye.  Tiffany,  in  a  very  exhaustive  paper,  published  in  the 
Annals  of  Surgery,  1896,  advocated  this  method  and  laid 
great  stress  on  the  fact  that  the  portion  of  the  ganglion 
corresponding  to  the  nerves  must  be  removed,  as  simple 
inti-a-cranial  section  of  the  nerves  was  extremely  likely  to  be 
followed  by  a  recrudescence  of  the  pain. 


38  Mr.  Haward's  Case  of  Fragilitas  Ossium. 


IX. — A   Case  of  Fragilitas  Osmim.     By  AV.aeeington 
Hawaed.     Bead  Xovemher  22,  1901. 

PE.,  a  boy  eet.  10,  was  admitted  under  my  care  into 
•  St.  George's  Hospital,  on  October  IS,  1899,  on  account 
of  severe  deformities  of  the  lower  limbs  rendering  him 
completely  unable  to  stand  or  walk.  He  was  a  bright, 
intelligent  boy,  rather  pale  and  thin,  with  dark  hair  and  eyes. 
His  head  looked  somewhat  large,  but  this  was  only  because 
the  body  and  limbs  were  small  for  his  age.  The  skull  showed 
none  of  the  characters  of  rickets.  He  sat  upright,  and  there 
was  no  spinal  curvature.  The  muscles  of  the  head,  trunk, 
and  upper  limbs  were  fairly  well  developed,  and  were  used 
actively ;  those  of  the  lower  limbs  were  wasted  and  feeble, 
especially  those  on  the  anterior  surface  of  the  legs.  The 
chest  was  slightly  compressed  laterally,  and  the  sternum 
rather  prominent,  but  he  had  good  use  of  the  muscles  of 
respiration. 

The  upper  limbs  showed  far  less  marked  changes  than 
the  lower.  The  bones  of  the  arm  and  forearm  were  of  fair 
length,  but  thin  and  narrow,  and  all  of  them  showed  a 
moderate  degree  of  outward  curvature,  and  numerous  slight 
irregularities  due  to  old  fractures.  The  hands,  in  respect  to 
both  bone  and  muscle,  were  well  developed. 

The  bones  of  the  lower  limbs  were  all  thin  and  small. 
The  femora  showed  a  moderate  degree  of  curvature,  both 
outwards  and  forwards,  besides  the  irregularities  marking 
former  fractures. 

The  most  striking  deformities  were  those  of  the  legs. 
The  tibia  and  fibula  of  each  leg  were  extremely  thin  and 
narrow,  flattened  laterally,  with  very  sharp  margins,  and  a 
marked  forward  curvature.  The  feet  were  thin  and  small, 
and  much  less  developed  than  the  hands. 

The  curvature  of  the  bones  of  the  right  leg  was  extreme, 
so  that  the  lower  half  of  the  leg  formed  a  right  angle  with 
the  upper  half;  the  tendo  Achillis  Avas  tense,  and  the  skin 
cicatricial  and  adherent  over  the  most  prominent  part  of  the 
skin.  The  bones  of  the  left  leg  were  similarly  curved, 
thousfh  to  a  rather  less  decree. 
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The  photograplis,  kindly  taken  by  Mr.  Clinton  Dent  and 
Mr.  H.  Gr.  Drake-Brockman,  sIioav  well  the  condition  of  the 
limbs,  and  the  skiag-rams  taken  by  Mr.  F.  T.  Addyman  give 
an  accnrat6  idea  of  the  state  of  the  bones.  The  heart  and 
lungs  appeared  to  be  healthy.  The  bowels  acted  regnlarly 
and  the  evacnations  were  natural.  The  temperature  was 
normal.  The  urine  presented  striking  deviations  from  that 
of  health.  It  looked  natural  when  passed,  but  on  standing 
deposited  a  large  quantity  of  thick  phosphatic  sediment. 
Mr.  J.  Addyman  (xardner  kindly  furnished  me  with  the 
following  analysis : 

Specimen  of  urine,  October  28,  1899. — Sp.  gr.  1010. 

Lime  :  CaO  per  100  c.c.  =  '4478  gr.  or  -4433  per  cent,  by 
weight.  Phosphates  :  P0O5  per  100  c.c.  =  -0183  gr.  or  -018 
per  cent,  by  weight;  from  which  it  will  be  seen  that  the 
urine  contains  a  great  excess  (about  twenty-five  times  the 
normal)  of  lime  salts. 

This  boy  is  the  seventh  child  of  healthy  parents,  and  the 
only  notable  point  in  the  family  history  is  the  rapid 
pregnancies  of  the  mother.  He  has  been  well  fed  and  taken 
care  of,  and  has  lived  in  a  healthy  part  of  Surrey. 

The  mother  married  at  the  age  of  twenty.  She  had  two 
miscarriages  (at  between  the  third  and  fourth  months) ;  then 
six  children  were  born  \\\  the  ensuing  six  years ;  after  this 
there  were  three  miscarriages,  and  then  this  boy  was  born. 
The  confinement  was  natural,  but  during  this  pregnancy  the 
mother  was  weak,  and  could  not  eat  meat.  After  this  boy 
there  was  no  pregnancy  for  three  years,  and  then  another 
boy  was  born.  AH  the  other  children,  Avith  the  exception 
of  one,  who  died  at  the  age  of  five  months  of  some  throat 
affection,  are  living  and  healthy.  Immediately  after  birth 
it  was  discovered  that  this  boy  had  both  humeri  fractured, 
as  well  as  two  ribs  on  the  right  side.  Since  then  twentv- 
three  distinct  fi-actures  have  been  noted,  mostly  from  very 
slight  causes.  The  bones  have  always  united  without  diffi- 
culty, but  when  about  three  years  old  the  legs  began  to  be 
curved. 

He  was  never  able  to  walk  alone,  but  when  about  two 
years  old  could  stand  with  assistance,  and  Avould  occasionallv 
walk  a  few  steps  holding  some  one  by  the  hands,  or  resting 
upon  a  table  or  chair.  Fractures  of  the  bones  of  the  legs, 
however,  became  so  frequent  that  any  attempt  at  walking 
was  soon  abandoned. 

During  the  first  two  years  of  infancy  his  spine  easily  bowed. 


40  !Mr.  Haward's  Case  of  FragiUtas  Ossium. 

and  Lis  head  dropped  forwards,  and  for  this  reason  he  wore 
a  spinal  jacket,  but  since  the  age  of  three  or  four  he  has  been 
able  to  sit  upright  without  support. 

He  Avas  not  suckled  after  the  first  week,  the  mother  being 
then  too  weak,  and  having  but  little  milk ;  but  there  was  no 
difficulty  about  his  feeding.  He  digested  cow's  milk  easily, 
and  Avas  fed,  at  first,  on  that  and  Mellin's  food.  Subsequently 
he  was  given  meat-juice  and  other  nourishing  food,  of  which 
he  took  plenty,  and  with  good  aj^petite  and  digestion. 
He  has  not  suffered  from  any  material  illness,  and  since 
infancy  he  has  been  fed  like  other  children,  excepting 
that  special  care  was  taken  to  make  his  diet  as  nourishing  as 
possible. 

As  soon  as  the  boy  had  been  carefully  examined  and  an 
analysis  of  the  urine  obtained,  he  was  given  cod-liver  oil  and 
steel  wine,  together  with  a  liberal  diet,  including  meat, 
potatoes,  and  gTcen  vegetables,  eggs,  milk  (three  pints  daily), 
and  beef-tea. 

An  attempt  was  made  to  straighten  the  legs  by  weight 
extension,  but  without  effect. 

January  2,  1900. — In  making  some  movement  in  bed  his 
left  leg  became  bent  under  him  and  the  femur  fractured  near 
its  middle.  The  limb  was  treated  by  splints  and  A'ertical 
extension,  and  the  bone  united  Avell  in  six  weeks.' 

March  10,  1900. — Mr.  Gardner  kindly  made  another 
analysis  of  the  urine,  which  showed  the  excretion  of  lime  to 
have  greatly  diminished,  viz.  from  "4478  gr.  to  '0599  gr. 
per  100  c.c.  This  urine  on  standing  yielded  no  deposit  such 
as  occurred  in  the  previous  specimens,  and  evidently  pointed 
to  a  great  diminution  in  the  Avaste  of  bone  material. 

This  improA'ement  in  the  condition  of  the  iirine  and  the 
good  general  health  of  the  boy  encouraged  me  to  attempt  to 
remedy  the  deformity  of  the  legs  by  osteotomy. 

On  March  27.  I  operated  on  the  right  tibia.  The  peri- 
osteum Avas  carefully  stripped  back  OA-er  the  most  pi'ominent 
part  of  the  curA'e,  and  a  Avedge-shaped  portion  of  bone  re- 
moA'ed  of  sufficient  size  to  alloAv  of  the  bone  being  brought  to 
a  straight  line ;  the  ends  of  the  diA'ided  bone  were  then 
AA-ired  together  and  the  periosteum  replaced.  The  tendo 
Achillis  Avas  also  divided.  The  fibula,  AAdiich  AA'as  extremely 
thin,  Avas  fractured,  but  no  part  of  it  remoA-ed. 

The  limb  Avas  placed  in  a  straight  splint. 

The  AA'ound  healed  at  once,  and  the  bones  quickly  united. 
The  AA'ire  AA-as  remoA'ed  at  the  end  of  three  weeks. 
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June  1. — A  similar  operation  Avas  performed  on  the  left 
tibia,  with  a  corresponding  result. 

The  leg's  were  put  up  in  a  silicate  splint  for  another  month, 
and  then  a  laced  leather  splint  was  applied,  which  Avas  daily 
removed  for  gentle  massage,  and  on  August  16  he  was  taken 
home.  He  could  then  move  his  legs  freely,  but  had  not 
attempted  to  walk. 

The  urine  was  quite  natural. 

The  bone  where  sawn  was  very  hard.  The  piece  removed 
was  examined  microscopically,  and  a  section  showed  no 
notable  change  from  normal  bone. 

I  am  indel3ted  to  Mr.  Gardner's  kindness  for  the  following 
analysis  of  a  portion  of  the  bone  removed  : 

Moisture      .......  14'78 

Phosphoric  acid  (P..O.5)  ....  22-53  \  ^  49-18  per  cent,  of 

Calcium  o.xide 29-68  J  ~~    calcium  phosphate. 

yand 0-97 

Organic  matter,  CO;,  and  volutile  salts  .  29'21 

Alkalies,  iron  oxide,  etc.       ....       3'73 


100-00 


This  shows  a  deficiency,  but  not  a  very  great  deficiency, 
of  calcium  phosphate,  as  compared  with  healthy  bone 
(about  58-00) . 

But  it  will,  of  course,  be  remembered  that  the  specimen 
analysed  was  taken  from  the  bone  when  the  boy  had  been 
under  treatment  for  several  months,  and  when  the  urine  had 
ceased  to  excrete  the  large  quantity  of  lime  which  had 
formerly  been  passed. 

On  February  1,  1901,  six  months  after  he  left  the  hospital, 
his  mother  wrote  to  me  that  he  had  fallen  off  a  chair  and 
bruised  his  legs.  "  But,''  she  added,  "  his  bones  must  be  very 
much  stronger,  as  before  if  he  had  fallen  he  would  have 
broken  them.  .  .  .  He  is  very  w-ell,  and  looks  bonny."  And 
on  October  7,  1901,  I  had  another  letter  saying  that  he  can 
stand  with  assistance  and  put  a  little  weight  on  his  legs,  and 
that  he  is  leai-ning  to  walk  between  two  poles. 

I  do  not  gather,  however,  that  he  has  made  much  progress 
in  this  direction,  the  leg"  muscles  still  remaining  very  feeble 
and  wasted. 

A  case  greatly  resembling  this,  but  in  an  older  patient 
(a  man  aat.  29  years),  Avas  exhibited  to  the  Medical  Society 
by  Mr.  Clinton  Dent  in  1896.  (For  description  of  the  case, 
Avith  photograph  and  skiagraph,  see  Transactions  of  Medical 
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Society  of  London,  vol.  xx^  p.  339.)  The  deformity  of  the 
legs  in  Mr.  Dent's  case  was  almost  exactly  like  that  of  my 
patient,  and  there  was  a  similar  condition  of  urine — "  much 
phosphatic  deposit,  at  times  forming  an  almost  mortary 
sediment.'' 

What  is  the  cause  of  this  curious  error  in  nutrition, 
whereby  the  bone  salts  are  excreted  in  the  urine,  and  the 
bones  remain  ill-developed,  soft,  and  of  extreme  fragility, 
I  do  not  know. 

In  my  case  fractures  were  observed  immediately  after 
birth,  and  in  Mr.  Dent's  case  at  the  age  of  four  months,  so 
that  the  condition  could  not  have  depended  upon  the  diet  of 
the  children. 

It  is  noteworthy  that  the  upper  limbs,  which  were  used, 
exhibited  comparatively  little  abnormality.  The  bones  were 
thin,  and  gave  evidence  of  numerous  fractures,  but  the  degree 
of  curvature  was  in  striking  contrast  to  the  condition  of  the 
lower  limbs.  The  legs,  which  he  had  not  used  since  the 
slight  attempt  at  walking  in  his  second  year,  showed  extreme 
curvature,  the  posterior  muscles  having  drawn  the  heel 
Avith  the  lower  half  of  the  tibia  backwards  and  upwards. 
The  thighs,  the  muscles  of  which  were  necessarily  more  used 
in  the  movements  of  the  body,  showed  correspondingly  less 
deformity. 

The  only  suggestive  points  in  the  history  which  I  was 
able  to  obtain  were  the  rapidly  succeeding  pregnancies  of 
the  mother,  and  her  weakness  before  this  child  was  born. 
Very  notable,  however,  was  the  change  in  the  condition  both 
of  the  urine  and  of  the  bones  in  the  five  months  before  the 
operation,  during  which  the  boy  was  taking  a  very  nutritious 
diet,  and  also  cod-liver  oil. 


DESCRIPTION  OF  PLATE   IV. 

To  illustrate  Mr.  Warrington  Haward's  case  of  Fragilitas 
Ossiuiu. 
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DESCRIPTION   OF   PLATE   V. 

To  illustrate  Mr.  Clinton  Dent's  case,  referred  to  in  Mr.  "Warrington 
Haward's  paper. 
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DESCRIPTION  OF   PLATE  VI. 

To  illustrate  Mr.  Clinton  Dent's  case,  referred  to  in  Mr.  Warrington 
Haward's  paper. 
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X.—Oih  the  Theory  of  Couqjensatlon  in  IncomjK'tence 
and  Stenosis  of  the  Mitral  Valve.  By  T.  Stagey 
Wilson,  M.D.     Bead  Decemhev  13, 1901. 

THE  object  of  this  paper  is  to  make  a  clinical  contribution 
towards  the  proof  of  what  may  be  called  the  modern 
theory  of  compensation  in  disease  of  the  mitral  valve. 

For  the  last  fifteen  or  sixteen  years  the  belief  has  been 
D-ainino-  o-round  that  the  fillino-  of  the  left  ventricle  of  the 
heart  during  diastole  is  mainly  due  to  aspiration  by  the  ven- 
tricle itself  rather  than  to  the  ^contraction  of  auricle  or  other 
forces. 

This  view  as  to  the  filling  of  the  ventricle,  which  is  based 
upon  observations  such  as  those  of  Dr.  H.  D.  Eolleston  (who 
demonstrated  the  presence  of  a  negative  pressure  in  the 
ventricle  during  diastole),  has,  since  1885  or  earlier,  been 
advocated  by  some  writers  and  lecturers  on  cardiac  physiology. 
A  very  clear  statement  of  this  theory  and  its  bearings  upon 
the  functions  of  the  auricles  will  be  found  in  some  Lectures 
on  the  Physiology  of  the  Vascular  System,  by  Mayo  Collier, 
published  1888. 

But  although  the  physiological  side  of  this  question  has  for 
so  many  years  been  clearly  stated,  the  new  views  as  to 
ventricular  aspiration  do  not  seem  to  have  been  generally 
adopted  by  clinicians,  and  the  necessary  modifications  in  the 
theory  of  compensation  in  mitral  disease  have  very  rarely 
been  faced  in  the  literature  of  the  present  day. 

Amongst  the  exceptions  must  be  mentioned  the  name  of 
Dr.  Clifford  Allbutt,  who  accepts  the  theory  in  his  System  of 
Medicine. 

The  new  theory  seems  to  be  much  more  satisfactory  than 
the  old  for  many  reasons.  It  is  more  satisfactory  to  believe 
that  the  strong  left  ventricle  is  able  to  compensate  for  its 
own  deficiencies  instead  of  having  to  fall  back  for  assistance, 
as  the  old  theory  would  have  us  believe,  upon  the  weak  right 
side  of  the  heart,  or  the  still  Aveaker  pulmonary  capillaries. 
Also  from  clinical  and  pathological  standpoints  it  proves  more 
satisfactory  than  the  old  one,  and  I  have  adopted  it   as  a 
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Avorking  hypothesis  for  the  last  seventeen  years,  and  have  not 
yet  found  it  to  be  at  fault. 

The  facts  brought  forward  in  this  paper  are  the  outcome 
of  an  investigation  into  the  loudness  of  the  heart-sounds  in 
health  and  in  valvular  disease,  but  more  especially  as  regards 
the  loudness  of  the  second  cardiac  sound  in  the  pulmonary 
area. 

According  to  the  old,  or  vis-a-tergo  theory  of  compensation, 
the  pulmonary  second  sound  ought  to  be  ahvays  more  or  less 
accentuated  in  mitral  disease,  because  a  very  considerable 
portion  of  the  Avork  of  compensation  is  supposed  to  rest  upon 
the  right  ventricle.  According  to  the  new,  or  vis-a-f route, 
theory  almost  the  entire  work  of  compensation  is  done  by  the 
left  ventricle  itself,  owing  to  an  increase  in  its  aspiratory 
power,  and  therefore,  according  to  this  theory,  when  com- 
pensation is  good  the  right  ventricle  will  have  no  extra  work 
to  do,  and  the  pulmonary  second  sound  will  be  of  normal 
loudness. 

The  result  of  my  observations  points  unmistakably  towards 
the  accuracy  of  the  latter,  or  vis-a-fronte,  theory. 

For  the  purpose  of  measuring  the  heart-sounds  I  found, 
after  many  experiments  in  obliteration  of  the  heart-sounds  by 
the  interposition  between  the  stethoscope  and  the  chest-wall 
of  discs  of  rubber,  felt,  sponge,  etc.,  that  the  simplest  and 
best  method  w^as  to  use  a  bag  of  air  for  cutting  off  the  heart- 
sounds.  To  do  this  an  empty  thin-walled,  elastic  rubber  bag 
(a  deflated  toy  balloon)  is  placed  between  the  chest-piece  of 
a  binaural  stethoscope  and  the  chest-wall,  and  by  its  inflation 
the  stethoscope  is  slowly  lifted  up  until  the  heart-sounds  are 
no  longer  heard.  The  height  to  which  the  particular  soiind 
is  audible  is  measured  by  means  of  a  small  platform  placed 
between  the  stethoscope  and  the  bag  which  slides  up  and 
down  on  three  legs,  which  are  graduated  in  fractions  of  an 
inch,  and  upon  which  can  easily  be  read  oif  the  height  of  the 
chest-piece  of  the  stethoscope  when  the  sounds  are  lost. 
The  inflation  (.'an  be  done  by  the  mouth  through  a  rubber 
tube,  Avhich  can  be  compressed  by  the  lips  or  teeth  when  it 
is  desired  to  maintain  the  fulness  of  the  bag  for  a  time. 
Very  exact  measurements  can  be  quickly  made  by  this 
apparatus.  In  the  statistics  which  follow  I  have  adopted 
YTj  inch  as  the  standard  for  measut'ing  the  distance  to 
which  the  sounds  are  audible,  and  in  speaking  of  the  loud- 
ness of  the  sound  I  shall  only  give  the  number  of  sixteenths 
of  an  inch  at  which  it  is  still  audible,  e.  y.  a  sound  whose  loud- 
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ness  I  call  ''  sixteen  "  is  one  audible  one  inch  away  from  the 
chest-wall  with  the  apparatus  used.  A  sound  of  "  twenty- 
four  "  is  one  audible  one  and  a  half  inches  away. 

The  observations  I  have  made  have  shown  that  this 
method  of  measuring-  the  sounds  is  most  reliable,  and, 
moreover,  removes  some  sources  of  fallacy.  It  enables 
the  listener  to  distinguish  between  an  accentuation  of  the 
second  sound  due  to  real  increase  in  the  loudness  of  the 
valvular  sound,  and  one  due  simply  to  the  normal  sound 
being  better  heard  owing  to  the  pulmonary  artery  being 
more  superficial  than  usual.  Also  in  several  cases  where  there 
was  apparently  Avell-marked  accentuation  of  the  pulmonary 
second  sound,  I  found  that  the  sound  was,  in  reality,  not 
audible  more  than  the  usual  distance  from  the  chest-wall, 
and  therefore  could  not  be  said  to  be  accentuated.  In  these 
cases  it  was  sharper  and  more  slapping*  than  normal,  but  there 
was  no  true  increase  in  the  volume,  such  as  might  be  ex- 
pected if  the  blood-tension  in  the  pulmonary  artery  were 
raised. 

I  have  recorded  the  measurements  in  sixteenths  of  an  inch, 
and  in  the  tables  at  the  end  of  this  paper  the  numbers  given 
tell  the  number  of  sixteenths  of  an  inch  from  the  chest- 
wall  at  which  the  particular  sound  is  audible. 

In  the  course  of  the  last  few  months  I  have  made  over  100 
observations  of  all  the  heart-sounds  in  some  fifty  patients 
suifering  from  various  ailments,  and  in  the  cases  of  mitral 
disease,  some  twenty-six  in  number,  I  have  paid  special  atten- 
tion to  the  pulmonary  second  sound,  making  some  150 
observations  of  the  loudness  of  this  sound  alone. 

From  these  observations  it  appears  that  the  pulmonary 
second  sound  varies  in  healthy  hearts  from  10  or  12  up  to  20, 
and  that  slight  ailments  or  a  little  excitement  will  increase  its 
loudness  up  to  20  or  24,  or  more. 

In  anaemia  in  young  women,  on  the  other  hand,  the  loud- 
ness of  the  pulmonary  second  sound  is  apt  to  range  much 
higher.  This  is,  no  doubt,  partly  due  to  the  very  superficial 
position  of  the  pulmonary  artery  in  these  cases,  but  there 
must  also  be  some  true  accentuation.  Amongst  some  four 
or  five  cases  which  I  have  examined,  I  have  in  one  case 
recorded  a  pulmonary  second  sound  heard  i|-  inch  from 
the  chest-wall,  and  tAvo  others  of  44  and  36  respec- 
tively. 

In  comparison  Avith  these  very  loud  sounds  of  anasniia, 
heard  as  much  as  three  inches  (or  i-g-  inch)  away  from  the 
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chest-"v\'all,  it  is  very  striking  to  find  that  in  disease  of  the 
mitral  valve  the  pulmonary  second  sound  can  rarely  be  heard 
more  than  twenty-two  to  twenty-four  sixteenths  away 
(/.  e.  If  to  H  inches),  and  in  only  one  case  out  of  the  twenty- 
six  examined  was  the  pulmonary  second  sound  regularly 
heard  as  much  as  twenty-six  sixteenths  away  {vide  Table  II). 

The  fact  that  there  is  no  very  marked  increase  in  the 
loudness  of  the  pulmonary  second  sound  during  the  process 
of  compensation  is  also  shown  in  Table  III,  which  shows  a  series 
of  observations  upon  a  case  of  mitral  stenosis  "\\ath  marked 
failure  of  compensation,  who  speedily  recovered  under  treat- 
ment, and  in  whom  the  regular  loudness  of  the  pulmonary 
second  sound  never  exceeded  22. 

In  one  case  of  compensated  mitral  regurgitation  the  onset 
of  anemic  dilatation  of  the  right  ventricle  was  accompanied 
by  a  rise  in  the  loudness  of  the  jDulmonaiy  second  sound  from 
16  or  18,  at  which  it  usually  stood,  up  to  44. 

In  another  case  a  little  nervous  excitement  caused  a 
pulmonary  second  sound,  usually  heard  only  sixteen  or 
twenty  sixteenths  of  an  inch  away,  to  be  audible  at  a  dis- 
tance of  28,  and  once  at  40. 

The  discussion  of  the  cause  of  this  lov/  average  in  the 
loudness  of  the  pulmonary  second  sound  would  be  out  of 
place  here,  but  the  fact  is  interesting  as  showing  that  the 
pulmonary  second  sound  is  much  louder  in  anaemia  and 
nervous  excitement  than  it  is  when  the  right  ventricle  is 
supposed  to  be  Avorking  at  its  hardest,  in  order  to  try  and 
overcome  the  embarrassment  of  the  pulmonary  circulation  due 
to  mitral  stenosis  or  regurgitation. 

I  now  turn  to  the  theoretical  consideration  of  the  newer 
theory  of  compensation,  in  order  that  the  bearings  of  my 
observations  on  the  theory  may  be  estimated ;  and  I  have,  for 
the  sake  of  brevity,  expressed  the  theory  in  a  series  of 
propositions,  some  self-evident  and  some  debatable,  and 
needing  any  support  which  my  observations  as  to  the  loud- 
ness of  the  heart-sounds  can  give. 


Ix    MiTKAL    IXCOMPETEXCE. 

Proposition  I. — The  process  of  compensation  necessitates 
dilatation  of  the  cavity  of  the  left  ventricle,  as  well  as  hyper- 
trophy of  its  walls,  and  the  amount  of  dilatation  in  the 
compensated  heart  is  directly  proportional  to  the  amount  of 
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blood  wliicli  regurgitates  into  the  auricle  at  each  heat  of  the 
heart. 

As  mitral  incompetence  involves  the  leakage  back  into 
the  auricle  of  a  certain  part  of  the  contents  of  the  ventricle  at 
each  beat  of  the  heart,  it  therefore  follows  that  in  order  to 
compensate  for  this  leakage  and  allow  of  a  normal  amount 
being  thrown  into  the  aorta  at  each  beat, — 

1.  Firstly,  the  ventricle  must  enlarge  so  as  to  hold 
both  the  normal  amount  and  that  which  will  escape  back  into 
the  auricle. 

2.  Secondly,  it  must  thicken  its  walls  so  as  to  be  able 
to  move  this  additional  volume  of  blood. 

3.  The  theory  of  the  enlargement  of  the  ventricular 
cavity  is  as  follows : — On  the  first  occurrence  of  regurgita- 
tion through  the  mitral  valve  a  progressive  over-distension 
of  the  auricle  will  theoretically  result  from  the  leakage  of 
blood  back  into  that  chamber.  As  soon,  however^  as  the  size 
of  the  auricle  exceeds  that  of  the  ventricle,  the  latter  will, 
during  its  expansion^  be  drawing  towards  itself  more  blood 
than  it  can  hold,  and  the  momentum  of  the  blood  which 
cannot  find  entrance  will  tend  to  dilate  the  cavity  of  the 
ventricle.  In  this  way  the  ventricle  will  be  dilated  by  its 
own  aspiratory  force  until  its  size  is  comparable  to  that  of  the 
auricle.  This  will  not  occur  until  the  ventricle  is  large 
enough  to  hold  the  full  amount  of  the  leakage  in  addition  to 
its  normal  contents  [vide  writer's  paper,  Clin.  Soc.  Trans., 
vol.  xxxiv,  case  3). 

Proposition  II. — The  dilatation  and  hypertrophy,  which 
can  compensate  for  the  defective  working  of  the  left  ventricle 
during  systole,  will,  according"  to  this  theory,  also  relieve  the 
auricle  from  embarrassment  during  diastole  by  ensuring  the 
proper  filling  of  the  ventricle. 

For  (1)  since  the  enlarged  ventricle  is  able  to  accommo- 
date all  the  reaairg'itated  blood  in  addition  to  its  normal 
contents,  it  follows  that  it  will  be  as  easy  for  the  abnormal 
amount  of  blood  to  enter  the  abnormally  large  ventricle  as 
for  the  normal  amount  to  enter  the  normal  ventricle  ; 

And  (2)  the  increased  muscularity  of  the  enlarged 
ventricle  will  ensure  the  slight  addition  to  the  aspiratory 
force  which  is  required  to  draw  the  larger  amount  into  the 
ventricle. 

Proposition  III. — Therefore,  by  the  time  the  expansion  of 
the  ventricle  has  ceased,  the  auricle  will  have  been  relieved 
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of  all  tlie  regurgitated  blood,  and  only  the  normal  amount 
will  remain  to  be  dealt  with  by  it. 

Proposition  IV. — Therefore,  in  fully  compensated  mitral 
regurgitation  no  extra  work  will  be  thrown  upon  the  left 
auricle,  and  there  will  be  no  embarrassment  of  the  pulmonary 
circulation  and  no  accentuation  of  the  pulmonary  second 
sound. 

In  Table  IV  are  given  the  details  of  five  cases  of  compen- 
sated mitral  regurgitation,  two  of  them,  Cases  4  and  5, 
rather  severe  cases,  and  the  others  well-marked  cases.  In 
each  of  these  it  will  be  seen  that  the  average  loudness  does 
not  exceed  seventeen,  which  is  normal. 

Proposition  V. — Neither  would  there  be  any  dilatation  of 
the  left  auricle  unless  the  regurgitation  were  extreme. 

Since  the  systole  of  the  auricle  and  of  the  ventricle 
together  occupy  one  half  of  the  cardiac  cycle,  it  follows  that 
only  one  half  of  the  full  volume  of  blood  will  normally  enter 
the  auricle  during  this  portion  of  the  cycle.  Therefore  there 
will  be  room  in  the  auricle  during  the  ventricular  systole  for 
any  amount  of  regurgitated  blood  up  to  one  half  of  the  total 
quantity  put  into  circulation  at  each  beat.  If,  on  the  other 
hand,  the  amount  of  regurgitation  Avere  to  exceed  one  half  of 
the  normal  output  of  the  ventricle  there  might  be  dilatation 
of  the  auricle,  even  Avhen  compensation  was  fully  established. 

Proposition  VI. — According  to  this  theory  of  compensation 
there  ought  to  be  a  slight  increase  in  the  loudness  of  the 
aortic  part  of  the  second  sound,  because  the  greater  expansile 
force  of  the  hypertrophied  and  dilated  ventricle  will  induce  a 
more  powerful  recoil  of  the  blood  in  the  aorta,  and  will  result 
in  a  more  powerful  closing  and  stretching  of  the  aortic  valves 
than  in  the  case  of  the  normally  acting  ventricle. 


In  Miteal  Stenosis. 

According  to  this  theory,  the  left  ventricle  increases  its 
aspiratory  power  in  order  to  facilitate  the  entry  of  blood 
through  the  narrowed  orifice,  and  so  establish  compensation. 
This  is  brought  about  as  follows. 

Proposition  VII. — -In  mitral  stenosis  the  left  ventricle 
contracts  with   s^reater   force   than  normal  in  order  that  the 
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rebound,  botli  niuseiilar  and  elastic,  may  be  correspondingly 
increased. 

1.  An  evidence  of  this  is  the  increased  loudness  of  the 
first  sound  which  occurs  in  mitral  stenosis. 

This  is  shown  in  Table  III,  which  deals  with  Case  3. 
Before  the  establishment  of  compensation  the  first  sound  is 
seen  to  be  32,  sometimes  reaching-  40,  and  after  compensa- 
tion is  established  it  is  22  or  over,  which  is  above  the 
noi'mal. 

A'erv  loud  first  sounds  are  also  seen  in  Cases  7  and  8  of 
Table  Y  and  Case  10  of  Table  VI,  Avhich  are  severe  cases  of 
mitral  stenosis.  Also  in  Taljle  YI  the  first  sound  in  the  five 
cases  with  good  compensation  averages  20,  as  compared  with 
an  average  of  about  12  in  the  five  cases  of  mitral  res'urffita- 
tion. 

2.  Temporary  embarrassment  of  the  circulation  is  accom- 
panied by  an  increase,  often  excessive,  in  the  loudness  of  the 
first  sound,  which  lessens  again  as  the  circulation  improves 
{vide  Tables  III  and  Y). 

This  is  well  shown  in  Case  7,  Table  Y,  where  the  loud- 
ness of  the  first  sound  is  suddenly  increased  from  36,  a 
sound  inaudible  Avith  the  stethoscope  ^V  inch  from  the 
chest  wall  (if  no  conductor  be  used),  to  a  sound  audible 
without  the  stethoscope  at  a  distance  of  two  feet  from  the 
chest.  The  same  increase  to  a  less  extent  is  seen  in 
Cases  8  and  9,  and  is  often  noticeable. 

3.  This  increase  in  the  force  of  the  ventricular  con- 
traction is  also  suggested  by  the  occurrence  of  the  hyper- 
trophy of  the  left  ventricle  which  is  not  infrequently  noticed 
in  mitral  stenosis. 

Proposition  VIII. — The  left  ventricle  alters  its  beat.  Its 
contraction  terminates  with  greater  suddenness  and  force  than 
normal.  This  concentration  of  ventricular  effort  at  the 
termination  of  the  systole  has  the  effect  of  further  increasing 
the  force  of  the  ventricular  recoil  which  immediately  follows 
the  systole,  lasting  as  it  does  only  -^^  of  a  second. 

1.  This  is  the  explanation  of  the  sharp  and  loud  end  of 
the  first  sound  which  is  so  characteristic  of  mitral  stenosis. 

2.  The  characteristic  cardiograms  of  mitral  stenosis  often 
show  a  more  sudden  recession  of  the  heart  from  the  chest 
wall  at  the  end  of  the  systole  than  in  the  normally  beating 
heart. 

Proposition    IX. — As  a    result  of  this  additional   aspira- 
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tion  the  auricle  can  be  relieved  of  mucli,  if  not  all,  of  the 
additional  work  Avhich  the  narrowness  of  the  mitral  valve 
entails.  We  find  very  frequently  an  absence  of  dilatation  of 
the  left  auricle  in  mitral  stenosis  where  compensation  was 
perfect  at  the  time  of  death  {vide  Dr.  Samways,  British 
Medical  Journal,  ii,  98,  p.  365). 

Proposition  X. — Therefore  in  compensated  mitral  stenosis, 
if  the  narroAving  be  not  ver}-  excessive,  no  extra  work  is 
thrown  upon  the  right  side  of  the  heart,  and  there  is  no 
eng-org-ement  of  the  lung's. 

1.  As  evidence  of  this,  Ave  find  the  pulmonary  second 
sound  of  normal  loudness,  even  in  cases  of  severe  mitral 
stenosis  [vide  Table  \I  and  Table  Y,  Cases  7  and  8,  in  part). 

2.  We  find  that  the  accentuation  of  the  pulmonary 
second  sound,  which  is  characteristic  of  failing  compensation, 
gradually    lessens    as    compensation    improves     {vide    Table 

3.  ^\  e  may  find  no  clinical  evidences  of  pulmonary 
congestion  or  engorgement,  even  in  severe  cases  of  mitral 
stenosis. 

Proposition  XL — We  may  also  expect  some  increase  in  the 
loudness  of  the  aortic  second  sound,  apart  from'  that  due  to 
increased  arterial  pressure,  because  of  the  increased  ven- 
tricular aspiration,  as  suggested  in  Proposition  YI. 

In  conclusion,  although  I  am  not  able  to  bring  a  very 
large  number  of  observations,  owing  to  the  amount  of  time 
required  to  make  the  careful  observations  here  recorded,  I 
nevertheless  hope  that  I  have  brought  forward  enough  evidence 
to  show  the  desirability  of  making  Avider  investigations  Avith 
regard  to  this  important  question. 

The  importance  of  this  question,  so  far  as  treatment  is 
concerned,  is  ob\'ious,  for  if  the  expansion  movement  does 
play  an  important  part  in  compensation,  Ave  are  greatly 
handicapped  as  regards  the  treatment  of  our  patients  by  our 
almost  entire  ignorance  as  to  the  effect  of  drugs  upon  that 
important  expansion  moA^ement.  A  recognition  of  our  need 
of  ha\"ing'  cardiac  tonics  classified  into  those  which  in- 
crease  the  expansile  force  of  the  A'entricle  and  those  AA'hich 
do  not  will  be  the  first  step  towards  haA'ing  that  need 
supplied. 
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Summary  of    the  Tables, 

Showing    the    k)udness    of    the    heart-sounds    in  health  and 
in  valvular  disease. 

The  figures  given  show  the  distance,  in  sixteenths  of  an  inch, 
to  which  the  sound  is  audible  with  the  apparatus  used  (e.  g. 
a  pulmonary  second  sound  of  "16  "is  one  audible  at  one 
inch  distance,  one  of  "  40  "  is  one  audible  two  and  a  half 
inches  from  the  chest  wall). 


I.  Averages  of —  • 

6  normal  liearts  . 

4  normal  hearts . 

5  hearts  in  slight  uuaemia, 
rlieumntism,  etc. 

3  cases  of  extreme  anajmia, 
etc. 

II.  Ciises      witli      compensated 

mitral  regurgitation  (ave- 
ra?e  loudness  [see  Table 
IV]): 

Case  2 

Case  3 

Case  4 

Ciise  0 

Case  6 

III.  Cases  with  compensated 
mitral  stenosis  (see  'I'able 
VI): 

Case  10 
Case  11 
Case  12 
Case  13 
Case  14 

IV.  Cases  with  failing  compen 
sation  in  mitral  stenosis  : 

Case  1 
Case  8 
Case  7 
Case  10 


Pulmonary  area. 

Aortic 

area. 

2nd 

1st 

2nd 

1st 

sound. 

sound. 

sound. 

sound. 

16 

14i 

14^ 

11 

10 

16 

11 

14 

20 

26 

20 

21 

40 

29 

19 

15 

17 

12 

13 

7^ 

16 

10 

11 

12* 

/ 

7 

5 

6 

16 

18 

22 

15  ; 

16 

10 

9 

G  : 

10 

21 

8 

10 

14 

19 

8 

13 

19 

20 

23 

16 

13 

20 

14 

20 

16 

20 

17 

23 

8 

48  =  i-" 

14 

36 

23 

70  =  1" 

8 

30 

24 

2  feet 

26 

48 

22 

44 

— 

— 

}- 


Me  I. 


9  observations. 

6 
2 

3 


1  observation. 
1 
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Table    I. 

Table  showmg  measurements  of  the  loiidness  of  the 
normal  heart-sounds  in  the  pulmonary  and  aortic  areas  re- 
spectively. 

The  figures  given  in  this  and  the  following  tables  are 
measurements  in  sixteenths  of  an  inch  of  the  distance 
from  the  chest  wall  at  which  the  sound  is  audible  with  the 
apparatus  used.  Figures  in  brackets  (16)  are  distances  at 
w^hich  the  sound  in  cpiestion  is  sometimes  heard.  Figures  in 
square  brackets  thus  [16]  show  the  distance  at  which,  in  an 
irregularly  beating  heart,  the  sound  may  very  occasionally  be 
heard. 


Sex. 

Age. 

Pulmonary  area. 

Aortic  Kiea. 

Cnd  sound. 

1st  sound. 

i^iid  sound. 

1st  souiul. 

F. 

49 

6 

16,  18 

10,  12 

16 

,, 

,, 

12,  9,  12 

22  (24) 

16 

20  r24] 

M. 

51 

10,  10,  12 

14,  16 

10 

12  (16) 

M. 

36 

10,  10 

16,  16 

8 

9  (12) 

9,9 

16,  16,  15 

S 

12 

F. 

19 

16 

10, 11  (12) 

16 

12 

F. 

23 

12  (14) 

16 

14  (16) 

14  (16) 

F. 

21     1 

17  (22) 

15,  20  r22^ 

14  (18; 

12  ri8] 

M. 

34 

14 

11 

7 

4                   ' 

il. 

41 

16,14 

12 

15 

12                i 

F. 

44 

16 

20 

15 

12 

F. 

23 

16  (18) 

12  (18) 

20 

12  (14) 

Average     . 

13^ 

16-2 

14-3 

12 
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Table  II. 

Table  showing  a  classification  of  150  observations  upon 
the  loudness  of  the  pulmonary  second  sound  in  twenty-six 
cases  of  mitral  incompetence  and  stenosis,  according  to  their 
loudness,  and  also  to  their  occurrence  in  patients  Avith  fully 
established  compensation,  or  in  patients  treated  for  failing 
compensation.  This  second  group  includes  observations  made 
on  these  patients  after  the  establishment  of  compensation. 
In  the  uncompensated  group  in  some  nine  instances  feeble 
sounds  were  due  to  feebleness  of  the  ventricle  and  not  to  the 
establishment  of  compensation.  For  the  sake  of  completeness 
I  give  in  a  second  column,  enclosed  in  brackets,  the  number 
of  "  occasional "  observations  made  in  addition  to  the  regular 
ones. 


De<ti-ee  of  loud  iiess  measured        Number  of  observations  made 
111  sixteeiitlis  of  nn  indi.             in  fully  compensated  liearts. 

Number  of  observations  made 
ill  unconipeusated  hearts. 

0  to    9 
10  to  14 
15  to  17 
18  to  19 
20  to  24 
25  and  over 

4  and  (1) 

3  and  (3) 

11  and  (1) 

3  and  (0) 

4  and  (3) 
0  and  (1) 

2  and  (1) 
18  and    (2) 

9  and  (2) 
10  and  (0) 
37  and  (19) 

5  and  (12) 

25  and  (9) 

81  and  (36) 
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Table  III. 


Case  1. — Measurements  of  the  loudness  of  the  heart- 
sounds  in  a  case  of  mitral  stenosis  with  extreme  dilatation  of 
the  right  ventricle  and  dropsy,  showing  the  variations 
taking  place  during  the  restoration  of  compensation. 

On  the  date  of  the  first  measurement  the  relative  cardiac 
dulness  extended  two  inches  to  the  right  of  the  sternum  in 
the  fourth  interspace,  and  the  apex  Avas  in  the  sixth  left 
interspace  some  five  inches  from  the  sternum,  i.  e.  in  the 
anterior  axillary  line.  At  the  time  of  the  last  measurement 
the  ajDex  was  in  the  fifth  left  interspace,  four  inches  from  the 
sternum,  and  the  patient  was  walking  about  with  very  little 
dyspnoea. 


Date. 

Pulmonary  area. 

Aortic  area. 

2ii()  siiuiid. 

1st  sound. 

Cnd  sound. 

1st  sound. 

23,  viii 

8 

32  (40)  [48] 

14 

36(24)[44T 

Very  ill. 

25,  viii 

22,22 

24  (28) 

20,21 

22  (28) 

Mucli  better. 

26,  viii 

20  (22)  [32] 

22  [32] 

16  (20) 

28 

Improving. 

28,  viii 

16  [17" 

22 

10  (12) 

22 

„ 

4,  ix 

18.  [22" 

22 

16,  16 

22 

„ 

20 

— 

18 

— 

,, 

20,  ix 

20  [22] 

24 

20 

22 

Got  up  on   the 
18tli. 

29,  ix 

20,  19  (22) 

22  (24) 

25 

25 

» 

22  (24) 

23 

22 

23 

» 

24 

24 

24 

25 

XOTK. — On  23,  viii,  tlie  puliiionary  second  sound  seemed  loud  and  shipping, 
but  could  not  be  heard  more  tban  half  an  inch  away  from  the  chest  wall.  On 
29,  ix,  the  loudnes.s  of  the  sounds  last  noted  was  probably  in  i)art  due  to 
nervousness  produced  by  a  prolonged  examination. 


■i)i  Incompetence  and  Stenosis  of  the  Mitral  Valve.        55 


Table    IA^ 

Measurements    of    the    cardiac    sounds    in    compensated 
mitral  regurgitation. 


Date. 

Puliiiom 

iry  area. 

Aortic  area. 

2nd  souud. 

1st  sound. 

2ud  sound. 

1st  sound. 

Case  2,  F.,  £Bt.  15 

3,  viii 

12,  16,  24 

8,  14,  14 

9 

8 

5,  viii 

14,20 

8,  10 

14 

2 

10,  viii 

16,  16,  18 

10,  10 

18 

6 

4,  ix 

18(20) 

28 

10 

14 

Case  3,  M.   . 

6,  viii 

16,  14 

8,10 

14 

8,12,14 

7,  viii 

12 

10 

10 

8 

10,  viii 

18,18 

10,  12,  12 

10,  12 

14,  16 

1-4,  viii 

18  [22] 

9 

10 

15 

Case  4,  'SI.,  a-t.  26 

8,  viii 

4,6 

4,6 

6 

6 

29,  viii 

10 

13 

4 

7 

Case  5,  F.,  ret.  33 

22,  viii 

16,  14* 

12 

22 

16 

5,  ix 

20  [28] 

18 

22 

14 

19,  ix 

15,  15 

24 

21 

14 

Case  6,  F.     . 

23,  viii 

17,  18 

8 

10 

4 

26,  viii 

14  (20) 

12 

8 

8 

*  At  this  date  the  pulmonary  second  souud  seemed  much  louder  and  sharper 
than  the  aortic,  but  on  testing  it  with  the  apparatus  used  it  was  found  that  the 
aortic  second  sound  had  more  carrying  power  than  the  pulmonary. 
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pensation  fair. 
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Table    ^^I. 


Table  showing  the  loudness  of  the  heart-sounds  in  com- 
pensated mitral  stenosis. 


Pulmonary  area. 

Aon 

ic  iirea. 

Sale. 

Sud  sound. 

1st  sound. 

i2nd  sound. 

Ist  sound. 

Case  11,  mitral  ste- 

11, 

viii 

16  (20) 

20  [26] 

8 

14  [18] 

nosis    iuul    double 

26, 

viii 

12  (14) 

18  [20] 

8 

12  [18] 

fiortic  murmur 

Case  12,  F.,  tet.  42 

15, 

viii 

20,22 

16,  22 

24,25 

20 

22, 

viii 

14  [16] 

16,22 

20 

13 

Case  13,  M.,  set.  33, 

24, 

i.t 

8(12) 

17 

16 

17,  very 

ii  severe  case 

well. 

7, 

xi 

19 

22 

12 

2i,  breath 
bad. 

Case  14,  M.,  a?t.  40 

19, 

ix 

16,  16  (22) 

23 

18  (22) 

20 

31, 

X 

16,  16 

18 

16  (18) 

21 

Case  10,  F.,  mitral 

3, 

viii 

8,12 

20,22 

8 

10 

and  aortic 

0, 

viii 

10,  12 

22 

0  (mur- 
mur) 

10 

10, 

viii 

24  (32) 

32,  28  (24) 

0  (mur- 

Murmur. 

Compensation 

mur) 

failinc?  again 

14, 

viii 

22  (28) 

44 

— 

— 

- 

4, 

ix 

12  a4) 

48  (V^  in.) 

— 

— 
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XI. — The  Radical  Treatment  of  Chronic  Intestinal 
Tuberculosis,  icith  suggestions  for  treatment  in  more 
Acute  Disease  and  in  Tubercular  Peritonitis.  By 
A.  W.  Mayo  Robsox.     Read  January  10,  1902. 

THE  following-  cases  of  chronic  tubercular  disease  in  the 
intestine,  treated  surgically,  have  raised  hopes  in  my 
mind  as  to  the  possibility  of  doing  good,  not  only  in  chronic 
cases  such  as  I  am  relating,  but  in  some  more  acute  cases, 
where,  if  the  disease  be  strictly  limited,  a  radical  operation 
might  remove  it,  but  where,  if  more  extensive,  a  short- 
circuiting  might  set  the  part  at  rest,  relieve  it  from  irritation, 
and  so  enable  the  ulcers  to  heal,  the  surgical  measures  being 
supplemented  by  general,  medical,  and  hygienic  treatment. 

Whether  these  hopes  will  be  realised  or  not,  I  trust  that 
the  cases  in  themselves  may  prove  of  sufficient  interest  to 
warrant  me  in  bringing  them  before  your  notice.  I  think  my 
hearers  will  agi'ee  that  whatever  may  be  their  views  on  the 
treatment  of  acute  intestinal  ulceration,  in  chronic  intestinal 
tuberculosis,  especially  if  associated  with  stricture,  surgical 
treatment  is  advisable. 

Case  1. —  Tuhercidar  disease  of  the  appendix  extending  to 
cxcum  and  ileum;  stricture  of  ileo-ciecal  valve;  removal  of 
csecuni  and  adjoining  part  of  ileum  and  ascending  colon. — 
Mr.  G.,  ist.  23,  was  sent  to  me  by  Dr.  E.,  county  Durham, 
on  June  19,  1900,  with  the  history  that  after  symptoms 
pointing  to  chronic  appendicitis,  an  operation  had  been  under- 
taken by  an  experienced  surgeon,  who  found  tubercular 
disease  of  the  appendix  without  any  general  affection  of  the 
peritoneum  or  glands ;  but  as  there  were  numerous  adhesions 
and  some  matting  of  viscera  in  the  neighbourhood  the  appen- 
dix was  not  removed,  and  the  abdomen  was  closed.  The 
patient  was  in  no  way  relieved,  and  steadily  grew  Avorse, 
generally  and  locally. 

"When  I  saw  him  he  was  very  thin,  and  gave  the  history 
of  having  had  pains  in  the  ctecal  region  for  eighteen  months, 
associated  at  times  with  paroxysmal  ]Dain  extending  across  the 
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abdomen,  the  paroxysmal  attacks  liaving  recently  become  very 
frequent.  There  had  been  great  loss  of  flesh,  with  night 
sweats  and  diarrha^a.  A  hard  swelling  could  be  felt  in  the 
ca3cal  region,  and  a  coil  of  intestine  below  the  umbilicus  could 
be  felt  to  contract  and  harden  under  the  examining  hand, 
indicating  chronic  obstruction. 

(Jperati(»i  (July  17,  19(JU). — Oblique  incision  along  outer 
border  of  right  rectus ;  miliary  tubercle  on  peritoneum  with 
slight  serous  effusion,  considerable  matting  of  viscera  ad- 
jacent to  caecum,  tumour  consisting  of  csecum,  lower  third  of 
ascending  colon,  appendix,  and  several  inches  of  ileum  re- 
moved, and  open  end  of  ileum  connected  to  ascending  colon 
by  means  of  continuous  sutures  applied  over  a  decalcified 
bone  bobbin. 

On  account  of  adhesions  it  was  difficult  to  explore  the  rest 
of  the  abdomen,  but  no  other  mass  could  be  discovered,  and 
the  mesenteric  glands,  except  those  in  the  vicinity  of  the 
lower  end  of  the  ileum,  were  apparently  not  involved. 

The  wound  healed  by  first  intention,  and  the  sutures  were 
removed  on  the  seventh  day,  but  on  the  tenth  day  a  small 
purulent  collection  was  evacuated  from  the  lower  end  of  the 
scar,  and  the  length  of  time  that  the  slight  sinus  took  to 
heal  suggested  tubercular  infection.  He  returned  home 
on  August  29,  markedly  improved  in  his  general  health. 
Fresh  air  and  general  tonic  treatment  were  advised. 

On  June  3,  1901,  nearly  a  year  later,  the  medical  superin- 
tendent of  a  Durham  sanatorium  wrote  to  me  to  say  that 
Mr.  a.  was  improving  generally,  but  that  he  had  had  som.e 
abdominal  pain  suggestive  of  obstruction  by  a  constricting 
band. 

A  further  exploration  to  ascertain  if  there  are  any  bands 
or  other  removable  cause  of  obstruction  has  not  yet  been 
pressed,  as  it  has  not  appeared  to  be  absolutely  necessary, 
and  the  general  health  has  improved. 

The  mass  removed  showed  tubercular  ulceration  with 
great  thickening  of  the  csecum  and  ileum,  the  disease  having 
apparently  started  in  the  appendix  and  then  extended  to 
the  c£ecum  and  involved  the  ileo-ceecal  valve,  which  would 
barely  admit  the  tip  of  the  little  finger.  I  submit  a  photo- 
graph of  the  specimen. 

Case  2. — Multiple  tubercular  strictures  of  ileum;  enter- 
ectomy. — For  the  history  of  the  following  cases  I  am  indebted 
to  my  dresser,  Mr.  J.  Acomb. 
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Miss  H.,  aet.  51^  seen  with  Dr.  Fetch,  of  York. 

Family  history  on  father's  side  negative,  on  mother's 
side  decidedly  tuberculous. 

Previous  history. — She  appeared  to  overgroAv  her  strength 
between  the  ages  of  ten  and  fourteen  years.  When  ten  years 
old  she  had  a  glandular  swelling  in  the  neck,  which  was 
incised.  Xo  cough  until  twelve  or  thirteen  years  ago,  since 
which  time  she  has  been  troubled  by  bronchial  catarrh  every 
winter.  No  perspiration  at  night.  Has  recently  lost  flesh 
and  strength  very  considerably.  For  some  fifteen  to  twenty 
years  the  patient  has  suffered  from  so-called  "  bilious " 
attacks,  accompanied  by  vomiting  and  pain  across  the  ab- 
domen, Avhich  would  pass  away  after  a  few  hours  Avith  diarrhoea. 
She  had  a  bad  colour  at  the  time  of  the  attacks,  but  had 
no  apparent  jaundice.  These  attacks  had  occurred  for  some 
years  with  perhaps  a  month's  interval  between  each.  Five 
years  ago  the  character  of  the  attacks  appeared  to  gradually 
change,  and  three  years  ago  their  place  Avas  taken  by  a 
constant  pain  across  the  waist  and  back.  The  pain  did  not 
radiate,  and  was  accompanied  by  indigestion  and  flatulence. 
She  Avas  subject  to  attacks  of  constipation  for  tAvo  or  three 
days,  followed  by  three  or  four  days'  diarrhoea,  AA-hich  Avould 
be  accompanied  by  g-riping*  pain,  and  Avould  come,  on  quite 
suddenly  and  unexpectedly.  Xo  distension  noted,  no  tender- 
ness during  intervals  of  pain,  no  tenesmus,  stools  as  a  rule 
Avatery,  slight  bleeding  from  boAvel  on  defalcation  fiA*e  or  six 
years  ago,  but  no  blood  noticed  since. 

When  seen  by  me  on  July  22  the  patient  Avas  A'ery  thin,  and 
it  Avas  easy  to  see  A'ermicular  contraction  of  the  intestines,  the 
tumour  coming  and  going  at  A'arying  interA*als,  the  pain  being 
at  times  A^ery  soA^ere.  On  examining  by  the  rectum,  a  nodular 
groAvth  could  be  felt  in  Douglas's  pouch,  AA'hich  Avas  quite 
moA-able  from  side  to  side,  and  could  be  pushed  out  of  reach. 

Operation  AA^as  adA'ised,  and  was  performed  in  York  on 
July  26. 

The  abdomen  Avas  opened  in  the  middle  line,  and  the 
tumour  prcA-iously  felt  by  the  rectum  Avas  discovered  to  be  a 
coil  of  intestine,  vei-y  much  thickened  and  forming  a  mass  as 
sliOAvn  in  the  photograph,  there  being*  no  less  than  four 
distinct  strictures,  the  first  Avithin  a  foot  and  a  half  of  the  last, 
and  all  in  the  ileum.  The  affected  area  was  brought  through 
the  incision,  surrounded  by  sterilised  gauze,  and  excised,  the 
healthy  boAvel  being  sutured  end  to  end  OA'er  a  decalcified 
bone  bobbin. 
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I  have  not  seen  the  patient  since,  but  have  heard  that  she 
recovered  from  her  operation  and  gained  flesh  and  strength, 
and  is  now  -well  and  strong. 

The  specimen  removed  was  examined  by  Dr.  Xorman 
Smith,  pathologist  to  the  Leeds  Intirmary,  who  gave  the 
following  report : 

"  There  is  a  great  increase  of  small  round  leucocytes  and 
of  connective  tissue  in  the  submucous  layer.  At  places  the 
leucocytes  form  dense,  deeply  stained  aggregations.  Seen  by 
the  higher  powers,  they  are  made  up  of  a  peripheral  part  com- 
posed of  small  cells,  and  a  central  portion  of  large  cells. 
They  are  apparently  giant-cell  arrangements.  At  places  in 
the  muscular  coat  the  same  arrangement  is  commencing  to  be 
formed.^' 

Diagnosis. — Chronic  tuberculosis  of  the  bowel. 

The  specimen  is  an  extremely  interesting  one,  as  showing 
how  near  to  stenosis  it  is  possible  to  get  Avithout  complete 
obstruction  ;  it  shows  a  gall-stone  entangled  in  a  pouch 
between  two  of  the  strictures. 

Case  3. — Multiple  tuhercular  strictures  of  ileum;  short- 
circuiting. — On  March  6  I  saw  Miss  H.  A.,  set.  20,  with 
Dr.  Ernest  Colby,  of  Malton.  She  gave  the  history  that  she 
had  alwa3\s  been  weak  and  thin  since  the  age  of  ten,  but  this 
was  accounted  for  by  her  having  grown  so  rapidly.  At  the 
age  of  fifteen  and  a  half  she  began  to  have  pain  on  the  right 
of  the  abdomen,  associated  with  diarrhoea  two  or  three  times 
a  day.  From  that  time  onward  she  had  never  been  long  free 
from  pain  and  diarrhoea,  and  lately  her  attacks  were  coming 
on  with  greater  frequency.  Her  loss  of  flesh  and  weakness 
were  very  marked,  and  she  suffered  from  night  perspirations. 
No  tumour  had  been  discovered,  and  she  had  not  been 
troubled  with  vomiting.  The  motions  contained  neither  blood 
nor  slime,  but  were,  as  a  rule,  quite  fluid  like  Avater.  The 
pain  came  on  directly  after  food  for  five  minutes,  then  passed 
away,  and  two  hours  later  diarrhoea  usually  followed.  On 
examining  the  abdomen  there  was  a  rigid  right  rectus  with 
tenderness  in  the  cEecal  region,  but  no  swelling  could  be  felt. 
Stricture  was  diagnosed  and  operation  advised. 

Although  she  tried  fully  various  forms  of  medical  treat- 
ment, with  careful  dieting  and  plenty  of  fresh  air,  there  was 
no  improvement,  and  on  June  10  1  operated  on  her  at  a 
surgical  home  in  Leeds.  The  ileum  was  found  to  be  strictured 
in  several  places,  and  the  bowel  genei-ally  thickened  over  a 
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distance  of  two  feet  before  its  termination  in  tlie  CEecuni. 
Miliary  tubercles  were  scattered  over  tlie  affected  bowel  and 
the  adjoining-  mesentery,  but  the  abdomen  was  not  generally 
invaded  by  tubercle.  There  was  some  free  fluid  in  the  peri- 
toneal cavity.  As  the  patient  was  so  very  feeble  it  was 
thouo-ht  she  would  not  survive  the  removal  of  so  much  as  two 
feet  of  the  bowel ;  short-circuiting  was  therefore  performed, 
the  ileum  being  connected  to  the  transverse  colon  by  means 
of  a  decalcified  bone  bobbin.  The  wound  healed  by  first 
intention,  and  the  patient  was  sent  home  to  the  country  on 
July  4,  where  a  very  good  report  has  been  received  of  her 
progress.     She  is  now  said  to  be  well. 

It  was  intended  that  she  should  return  in  order  to  have 
the  diseased  bowel  excised,  but  her  gain  in  health  and  the 
relief  from  the  diarrhoea  have  made  her  shy  of  facing  any 
further  operation,  Avhicli  I  think  may  not  be  necessary. 

Case  4. — Stricture  of  duodenum,  2-)robahly  tubercular, 
associated  tdth  tubercle  of  stomach  and  stenosis  of  injlorits. — 
The  patient,  a  feeble  girl  set.  19,  was  seen  in  1895.  She  only 
weio-hed  4  st.  10  lbs.,  and  gave  a  histor}^  of  vomiting  and 
pain  after  food  for  four  years,  though  the  loss  of  flesh  had 
only  been  very  pronounced  during  six  months.  She  was 
deathly  pale,  and  so  thin  that  the  skin  was  tightly  stretched 
over  the  bones.  Tubercular  glands  were  felt  in  the  neck.  The 
abdomen  was  swollen  and  the  stomach  was  markedly  dilated. 
On  opening  the  abdomen  the  pylorus  was  found  thickened  and 
covered  with  tubercular  nodules,  which  were  scattered  over 
the  omentum  and  other  viscera.  Some  free  fluid  was  found 
in  the  peritoneal  cavity.  On  laying  open  the  pylorus  to  per- 
form pyloroplasty,  the  finger  was  passed  into  the  duodenum 
and  encountered  a  stricture  one  inch  beyond  the  pyloric  ring ; 
this  was  evidently  the  result  of  ulceration.  The  tip  of  the 
little  finger  covild  just  pass  through  it.  A  Weiss's  dilator  was 
employed  to  stretch  the  stricture,  Avhich  was  dilated  so  as  to 
allow  "^the  thumb  to  readily  pass  through  it.  The  pyloric 
incision  was  then  closed  by  sutures  transversely  to  the  axis  of 
the  canal.  For  a  week  the  after-operative  progress  was  satis- 
factory, the  wound  healed,  and  the  stitches  were  removed,  but 
no  strength  Avas  gained,  and  she  gradually  failed  and  died 
from  exhaustion  in  the  second  week. 

With  my  present  experience  I  should  have  performed 
gastro-enterostomy  and  begun  feeding  at  once,  and  I  believe 
the  result  would  have  been  different. 
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Case  5. — Tuhercidosis  of  c^^cum  ;  enteredomy.  (Report  fur- 
nished by  Mr.  J.  F.  Dobsou,  F.R.C.S.,  Resident  .Surgical 
Officer), — H.  S.,  set.  22,  a  dressmaker,  Avas  admitted  to  the 
Leeds  Infirmary  November  15,  1897.  The  patient  had  suffered 
from  dyspepsia  for  several  years.  About  six  months  ayo  she 
noticed  that  her  side  Avas  painful  Avhen  she  turned,  and  that 
she  could  not  bear  the  pressure  of  her  stays.  This  became 
Avorse,  and  Avas  accompanied  hy  attacks  of  rather  acute  abdo- 
minal pain,  principally  in  the  right  side.  She  never  A'omited 
during  the  attacks,  and  had  neA^er  been  jaundiced.  The  pain 
had  no  relation  to  meals.  Bowels  regular,  generally  rather 
loose ;  no  blood  or  mucus  noticed  ;  appetite  poor  and  consider- 
able AA'astingof  late.  Menstruation  commenced  at  seA'enteen, 
lately  scanty  and  painful.  Tumour  felt  in  region  of  Cfecum, 
but  tenderness  not  marked.  At  the  operation  the  tumour 
Avas  found  to  inA'oh'e  the  ctecum  and  commencement  of 
ascending  colon.  The  lumen  of  the  gut  Avas  not  occluded  but 
narroAved.  No  general  tuberculosis  of  peritoneum  observed, 
and  no  enlargement  of  glands  Avas  found.  The  tumour  Ayas 
excised,  and  the  ileum  and  ascending  colon  united  by  con- 
tinuous sutures  OA'er  a  decalcified  bone  bobbin.  The  Avound 
healed  kindly,  and  the  patient  improA'ed  rapidly,  and  AA'as 
discharged  in  fair  health  on  January  8.  Although  the 
health  Avas  regained,  and  there  Avas  no  further  return  of 
abdominal  trouble,  the  patient  had  pleurisy  some  months 
afterAvards,  and  is  said  to  have  died  nearly  a  year  later  at 
her  home. 

Pathologist's  report. — A  portion  of  tissue  remoA'ed  from 
Avail  of  cascum  is  of  a  pale  grey  colour,  fairly  elastic  and 
translucent. 

Microscope. — Delicate  fibrous  tissue  Avith  a  fcAv  j'ound-  and 
spindle-cells  betAA^een.  Many  rounded  and  OA-al  areas  occur 
Avhere  collections  of  round-cells  are  tightly  packed.  In  the 
midst  of  each  group  one  or  more  Avell-developed  giant-cells 
are  fovind. 

Appended  is  a  photograph  of  the  specimen  remoA'ed  at 
the  operation. 

Case  6. — Tubercular  disease  of  rectum  and  sigmoid  flexure 
of  colon;  colotomy  and  pxirtial  colectomy. — F.  0.,  a^t.  37, 
AA'as  admitted  to  the  Leeds  Infirmary  on  October  31,  1898, 
suffering  from  a  profuse  purulent  discharge  from  the  anus 
associated  Avith  great  pain,  increased  on  def^ecation,  and 
Avith  diarrhoea  and  o-reat  deterioration  of  health. 
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He  gave  the  history  of  having  had  an  operation  for 
"  fistula  in  ano  "  three  years  before,  from  which  he  recovered, 
but  six  months  later  he  noticed  the  motions  to  be  streaked 
Avith  blood  and  slime,  which  gradually  increased  in  quantity 
until  it  began  to  come  independently  of  normal  bowel 
action. 

On  examination  by  means  of  a  speculum,  the  whole  of  the 
rectum  was  found  to  be  involved  in  ulceration,  which  ex- 
tended upwards  beyond  reach  of  the  proctoscope.  The  sig- 
moid flexure  could  be  felt  to  be  much  thickened,  and  was 
tender  to  pressure. 

Inguinal  colotomy  was  performed,  the  sigmoid  being- 
drawn  out  as  far  as  possible  in  order  to  secure  healthy  bowel 
being  opened ;  the  diseased  part  external  to  the  abdominal 
wall  was  then  cut  away.  This  was  examined  by  the  resident 
pathologist  and  proved  to  be  tubercular.  After  the  first 
week  the  lower  bowel  was  regularly  syringed  out  with  boric 
acid  solution  containing  a  tablespoonful  of  tincture  of  hama- 
melis  to  the  pint,  the  stream  being  forced  alternately  from 
anus  to  colotomy  opening  and  vice  versa. 

Convalescence  was  very  sIoav,  but  he  steadily  picked  up 
strength,  and  after  going  to  the  convalescent  home  was  dis- 
charged much  relieved. 

Remarlxs. — Apart  from  cancer,  stricture  of'  the  bowel 
usually  results  from  ulceration,  with  consecutive  changes  in 
the  coats  of  the  bowel,  but  there  is  a  specimen  in  the  Leeds 
School  Museum  which  shows  a  stricture  due  to  gradual  in- 
vasion of  the  bowel  walls  by  tubercle  spreading  from  glands 
in  the  mesentery,  and  I  have  also  seen  stenosis  produced  by 
fibrous  hyperplasia  extending  from  a  mesenteric  tubercular 
gland  in  process  of  cure. 

In  the  first  four  cases  here  related  there  was  no  serious 
difficulty  in  coming  to  the  conclusion  that  stricture  was 
present,  and,  from  the  length  of  time  that  the  obstructive 
symptoms — constipation  alternating  Avith  diarrhoea  and  pain — 
had  existed,  that  the  narrowing  was  simple  in  character  and 
not  malignant.  In  three  of  the  cases,  the  family  and  personal 
history,  the  early  age,  the  loss  of  flesh,  and  night  perspira- 
tions were  suggestive  of  the  strictui'e  being  tuberculous ; 
moreover  there  was  an  absence  of  history  of  typhoid  fever  or 
dysentery,  the  two  other  chief  causes  of  intestinal  ulceration, 
and  of  hernia  or  injury,  which  sometimes  lead  to  intestinal 
stenosis.  In  the  fifth  case  it  was  suspected  that  the  tumour 
might  be  malignant,   and,  in   fact,   it  was    only    on   careful 
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examination  subsequently  to  removal  that  its  true  character 
was  cliscovei'ed. 

The  cases  related  afford  examples  of  tuberculous  ulcera- 
tion in  parts  of  the  intestinal  tract  from  the  duodenum  to  the 
anus,  though  the  most  common  site  of  the  disease  is  in  the 
lower  ileum  and  about  the  ileo-ctvcal  valve. 

Chronic  tuberculous  ulceration  leading*  to  stricture  is 
evidently  not  very  common,  though  perhaps  some  cases  put 
down  as  malignant,  but  Avhere  cure  occurs  after  colotomy  or 
enterectomy,  may  be  of  this  nature.  I  have  in  my  mind  two 
cases  of  apparent  cure  of  malignant  stricture  by  colotomy, 
one  in  a  nuin  of  33,  where  I  suljsequently  closed  the  colotomy 
opening  after  the  health  of  the  patient  had  become  fully 
re-established,  and  when  there  was  manifestly  no  further 
need  for  the  artificial  anus ;  and  another  in  a  man  of  58, 
where  the  tumour  exposed  at  the  time  of  the  colotomy  has 
apparently  disappeared  and  the  patient  is  anxious  to  have  the 
artificial  anus  closed. 

Xow  although  both  of  these  cases  had  all  the  appearances 
and  feel  of  carcinoma,  I  think  the  subsequent  course  of  events 
makes  it  extremely  probable  that  the  intestinal  thickening 
leading  to  stenosis  Avas  tuberculous,  though  proof  is  wanting. 
The  extension  of  the  tubercular  process  from  the  appendix  in 
Case  1  is  a^^parently  not  a  common  condition,  though  seeing 
that  the  appendix  is  composed  largely  of  lymphoid  tissue,  it 
makes  one  wonder  that  it  should  comparatively  rarely  be 
attacked  by  tubercle,  especially  when  the  inflammatory  attack 
is  repeated  over  and  over  again.  I  have,  however,  operated 
on  at  least  five  cases  of  tubercular  appendicitis,  and  the 
removal  of  the  diseased  part  has  issued  in  recovery  and  gain 
of  health.     The  following  is  a  good  example  : 

Case  7. — 2\thercnlar  appendicitis  ;  appendicectomy. — A 
youth  tet.  17  was  sent  to  me  on  October  10,  1901,  from  the 
West  Coast  in  such  a  weak  condition  that  it  was  feared  he 
could  hardly  bear  any  operation  ;  he  was  suffering  from  night 
sweats  and  laad  a  hectic  temperature.  There  was  well-marked 
tenderness  over  the  Cc\?cnm,  with  rigidity  of  the  muscles. 
The  history  given  was  that  he  had  had  acute  appendicitis 
eighteen  months  before,  and  that  the  abscess  had  been  drained 
but  the  appendix  had  not  been  removed.  A  recurrence  of 
the  attacks  with  deterioration  of  health  led  to  two  attempts 
at  removal  of  the  cause,  but  the  appendix,  it  was  said,  could 
not  be  found.     At  the  operation  on  October  6  there  was  well- 

VOL.  XXXV.  5 


66  Mr.  Mayo  Robson's  paper  on  fJie  Badical 

marked  tuberculosis  of  the  CiBCum,  with  numerous  miliary 
tubercles  scattered  in  the  neighbourhood,  though  the  rest  of 
the  peritoneum  was  free.  After  carefully  detaching  nume- 
rous and  firm  adhesions,  the  appendix,  which  Avas  tubercular, 
was  found  in  the  centre  of  offensive  thick  caseous  pus,  behind 
the  c«cum  and  ascending  colon.  After  removal  of  the 
appendix,  clearing  out  and  purifying  the  pus-containing 
cavity,  the  abdomen  was  closed,  a  single  gauze  drain  being 
used.  Recovery  was  uninterrupted,  and  he  returned  home  at 
the  month^s  end.  A  report  Avas  received  from  Dr.  Yinter  in 
December  to  say  that  the  patient  was  well,  and  getting  out 
as  usual. 

The  stricture  in  Case  1  was  caused  by  a  stenosis  of  the 
ileo-caecal  valve,  but  the  lumen  of  the  adjacent  ileum  and 
ca?cum  were  also  seriously  narrowed  by  thickening  of  their 
coats. 

Cases  2  and  3  are  characteristic  exam]iles  of  tubercular 
ulcers,  which  usually  begin  in  the  lymphoid  follicles  and 
adopt  a  transverse  direction,  following*  the  course  of  the 
vessels  around  the  whole  circumference  of  the  bowel,  thus 
leading  to  stricture  in  chronic  cases,  from  the  lymph,  which 
is  thrown  out  to  limit  the  ulcerative  process,  tending  to 
contract. 

The  situation,  in  the  ileum,  and  the  multiple  characters  of 
the  strictures  Avere  also  characteristic  of  tubercle. 

While  in  Cases  1  and  7  the  adhesions  to  adjoining  parts 
were  most  intimate,  in  the  other  cases  the  affected  part  of  the 
bowel  was. quite  free,  thus  rendering  operative  measures  quite 
easy  and  simple. 

In  Cases  1,  2,  3,  and  5  my  decalcified  bone  bobbin  Avas 
employed  as  a  temporary  splint  oA-er  which  to  apply  sutures, 
a  method  which  I  haA'e  described  on  numerous  occasions,  and 
AA'hich  I  still  employ  and  adA'Ocate  as  being  simple  and 
efficient. 

The  physiological  rest  to  the  diseased  parts  secured  by 
short-circuiting,  as  in  Case  3,  and  by  colotomy  in  Case  6, 
seemed  to  ansAver  so  Avell  that  Avhere  the  radical  operation  of 
excision  would  iuA'oh'e  serious  difficulties,  or  the  patient  is  not 
in  a  condition  to  bear  it,  I  AA'ould  not  hesitate  in  future  to  be 
content  Avitli  similar  procedures,  and  then  to  trust  to  general 
treatment  and  hygienic  surroundings  to  assist  in  the  cure. 

If  in  the  future  operatiA'e  treatment  be  thought  adA'isable 
in  acute  cases,  I  anticipate  that  short-circuiting  the  diseased 
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area  will  Le  fouinl  to  be  llie  iiiori'  useful  ])i'oce(lnrc,  as  it  is 
the  easier  and  safer  method  to  pursue;  but  experience  oidy 
can  show  whether  my  sug-o-estions  will  prove  of  so  much 
service  in  acute  as  they  are  in  the  clironic  cases. 

It  is  interesting"  to  note  that  in  Cases  1  and  1 ,  where  there 
were  tubercular  nodules  in  the  peritoneum,  where,  in  fact, 
there  was  tubercular  peritonitis  co-existent  with  the  bowel 
disease,  the  mere  exploratory  operation  had  not  cured  or  even 
arrested  the  tubercular  process,  but  that  the  radical  operation 
of  removing-  the  principal  focus  of  disease,  or,  as  in  Case  3, 
the  short-circuiting,  and  so  setting*  at  rest  the  diseased  bowel, 
was  in  all  three  cases  effectual  in  putting'  a  stop  to  the  tuber- 
cular peritonitis,  and,  so  far  as  one  can  say  without  seeing 
the  parts  exposed,  in  curing"  the  more  diffuse  disease. 

Now  all  surgeons  must  have  had  the  experience  of  curing- 
tubercular  peritonitis  by  simple  abdominal  section  with  or 
without  drainage,  and  probably  many  of  us  have  also  ex- 
perienced disappointment  in  other  cases  where  the  effusion 
has  returned  after  a  longer  or  shorter  interval.  May  the 
explanation  of  these  recurrent  cases  lie  in  the  fact  that  the 
original  focus  of  disease  in  the  ovaries.  Fallopian  tubes,  or 
bowel  has  not  been  removed,  and  has  been  again  the  starting- 
point  for  a  further  diffusion  of  the  tubercle  throughout  the 
peritoneal  cavity  ? 

If  this  be  a  correct  explanation  the  remedy  is  quite  clear : 
that  wherever  the  original  disease  may  be  it  should  be 
removed,  if  that  be  possible,  without  adding  seriously  to  the 
risk  of  operation. 
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XII. — A  case  of  Hair-hall  VPinoved  from  the  Stomach 
of  a  child  set.  9  years.  By  E.  Percy  Patox,  M.S. 
Bead  Jauuari/  10,  1902. 

CASES  of  liair-ball  being  very  infrequently  seen  in  tlie 
human  stomacli,  I  have  tliouglit  it  miglit  be  "worth  Avhile 
bringing  before  the  Society  the  followino-  case. 

I  was  asked  to  see  J.  T.,  a  very  intelligent  girl  set.  9,  on 
account  of  a  mass  in  the  abdomen,  which  my  friend  Dr.  "VY. 
R.  Brunton,  of  East  Twickenham,  under  whose  care  she  was, 
thought  to  be  not  improbably  a  hair-ball  in  the  stomach. 

The  mass  had  been  found  accidentally  while  examining 
the  child  Avith  a  view  to  her  going  to  a  school. 

Her  mother  gave  the  following  history  : — At  the  age  of 
three  it  was  noticed  that  the  child  had  acquired  a  habit  of 
eating  hair  (either  her  own  or  other  people's),  string,  "  fluff  "' 
off  mats,  etc.  This  continued  until  she  was  five,  when  all  her 
hair  was  cut  off  in  order  to  break  the  habit,  since  which 
time  the  mother  believed  that  she  had  given  it  up  entirely. 
Since  the  child  Avas  four  years  old  she  had  had  occasional 
attacks  of  pain  shortly  after  food,  and  had  been  treated  by 
various  doctors  for  indigestion ;  the  lump  had  been  noticed, 
but  was  thought  to  be  undigested  food ;  her  only  other 
trouble  had  been  occasional  slight  so-called  feverish  attacks 
of  a  very  mild  type. 

On  palpating  the  abdomen  a  mass  Avas  felt  lying  just 
above  the  umbilicus,  and  extending  across  the  epigastric 
region  and  into  the  right  and  left  hypochondriac  regions.  It 
AA'as  very  firm  in  consistency  and  fairly  smooth  in  outline, 
being-  rather  more  than  three  fing-ers'  breadth  in  width 
toAA-ards  the  left,  and  a  little  less  to  the  right.  It  was  A'ery 
freely  moA'able  from  side  to  side,  but  could  not  be  dragged 
doAA'n  beloAv  the  umbilicus.  AVhen  pushed  to  the  left  it 
became  partly  concealed  under  the  ribs,  but  on  mo\4ng  it  to 
the  right  that  end  of  the  SAvelling  passed  someA\-hat  doAvn- 
wards  and  into  the  loin.  There  AA^as  no  pain  on  manipulating 
the  mass. 

On  October  9,  1901,  a  median  incision  AA-as  made  through 
the  linea  alba  aboA'e  the  umbilicus,  and  the  stomach  AA-as  at 
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once  felt  to  contain  the  mass;  it  Avas  tlierefore  opened  in  its 
long-  axis  by  a  three-inch  incision  and  the  mass  shown  ex- 
tracted ;  the  gastric  wall  Avas  then  closed  by  a  continuous 
suture  for  the  mucous  coat,  and  interrupted  Lembert  sutures 
for  the  muscular  and  peritoneal  coats,  and  the  abdominal  wall 
closed  in  layers. 

The  child  was  somewhat  collapsed  nfter  the  operation,  but 
soon  rallied,  and  made  an  uninterrupted  recovery,  being 
fed  by  the  rectum  for  the  first  two  days,  except  for  hot  Avater 
by  the  mouth,  and  then  by  increasing  quantities  of  fluid  and 
solid  food  by  mouth.  I  do  not,  however,  think  there  Avould 
have  been  any  great  objection  to  giving  food  by  the  mouth 
almost  from  the  first  if  it  had  been  necessary. 

The  specimen,  on  examination,  Avas  found  to  be  practically 
odourless,  and  to  consist  largely  of  the  child's  oaa^i  hair,  but 
also  of  a  considerable  admixture  of  Avhat  appears  to  be  horse- 
hair, probably  obtained  from  the  stuffing  of  chairs.  It 
Aveighed  7j  oz.,  and  measured  9  inches  along  its  greatest 
curve,  and  6  inches  round  its  thickest  part. 

The  depraA'ed  taste  Avhich  led  to  this  formation  is  A^ery 
curious  in  a  child  distinctly  above  the  aA'erage  in  general 
intelligence.  When  asked  after  the  operation  Avhy  she  had 
been  in  the  habit  of  eating  hair  she  said,  "  Because  it  AA-as  so 
nice." 
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XIII. — A  Xote  on  the  Iiesulfs  of  Treatment  in  Seventy- 
four  Cases  of  Apjjendicitis  with  Localised  Suijpura- 
tion,  ivith  special  reference  to  the  question  of  recur- 
rence if  the  appendix  is  not  removed.     By  GtTLBEET 
Barling,  M.B.     Read  February  14,  1902.'' 

DURIXGr  the  last  few  years  I  have  operated  upon  upwards 
of  140  cases  of  appendicitis  in  the  acute  stage,  and  it 
has  appeared  to  me  that  some  information  as  to  the  immediate 
results  of  the  operations,  the  complications  met  with,  and  the 
subsequent  fates  of  the  patients  would  be  of  interest. 

The  task  of  collecting  the  notes  of  all  these  patients,  and 
of  following  the  cases  subsequently,  became  so  considerable 
that  I  found  it  necessary  to  limit  the  field  of  my  observations, 
and  I  propose  only  to  deal  to-night  with  those  cases  in  which 
a  well-localised  condition  of  inflammatory  mischief  has  been 
found ;  practically  there  has  been  in  all  of  them  an  abscess 
localised  to  the  right  iliac  fossa  or  to  the  parts  immediately 
adjacent.  I  purposely  exclude  all  cases  of  acute  ^Derforation 
or  gangrene  with  wide-spread  septic  peritonitis,  and  those 
also  in  which  the  infective  condition,  though  not  generalised, 
yet  had  spread  widely  into  the  pelvis  and  had  no  well-defined 
limits.  Cases  such  as  these  last  cannot  be  grouped  together 
with  localised  abscesses  if  we  are  to  form  conclusions  of  any 
value  on  this  serious  and  common  disease. 

This  reduces  the  cases  for  consideration  to  seventy-four, 
and  it  is  necessary  to  subdivide  these  again  into  two  groups  : 

(a)  Comprising  forty-six  cases  of  localised  abscess  well  shut 
off  by  adhesions,  but  not  yet  come  forward  so  as  to  be  ad- 
herent to  the  parietal  peritoneum,  so  that  operation  involved 
the  opening  of  the  general  peritoneal  cavity.  These  I  refer  to 
later  as  non-adherent  abscesses. 

(h)  Comprising  twenty-eight  cases  of  localised  abscesses 
which  had  become  adherent  to  the  parietal  peritoneum,  and 
in  which  the  pus  was  evacuated  without  opening  the  general 
cavity.     These  I  refer  to  as  adherent  or  safe  abscesses. 

The  points  to  which  I  pai'ticularly  wish  to  direct  attention 
to-night  are — 

1.  The  time  at  which  abscesses  should  be  evacuated. 
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2.  The  safety  Avitli  "svhicli  tlii.s  can  be  done  if  removal  of 
the  venniform  appendix  is  not  insisted  upon. 

3.  The  rarity   with   which   recurrence  takes  phice  if  the 
verniifonn  a])pendix  be  not  removed. 

4.  The  complications  at  the  time  of  or  following  operation. 

5.  Certain  risks  to  life  which  follow  attacks  of  appendicitis, 
apart  from  recurrence. 

The  time  at  which  abscesses  should  be  evacuated  is^  in 
my  opinion,  as  soon  as  a  diagnosis  of  sup]Hiration  has  been 
formed.  The  diagnosis  as  a  rule  is  not  difHcult ;  the  initial 
symptoms  of  pain,  local  tenderness,  and  vomiting  are  gener- 
ally well  marked;  the  temperature,  at  first  raised  sharply  and 
continuously,  soon  takes  the  hectic  type.  The  j^ain  and 
tendei'ness  remain  acute,  or  if  they  be  so  lessened  as  to  allow 
of  palpation  through  the  now  less  rigid  muscles,  a  mass  of 
some  size  can  be  i^alpated  in  the  right  iliac  fossa,  on  the 
margin  of  the  pelvis,  or  possibly  in  its  cavity,  and  there  is  a 
tendency  for  the  swelling  to  increase  rather  than  to  subside, 
as  it  would  do  if  resolution  were  in  progress.  The  pulse  may 
remain  quick,  but  a  fall  in  its  rate  to  quite  normal  is  not  in- 
consistent with  localised  suppuration.  A  marked  leucocytosis 
is  a  valuable  confirmatory  sign,  especially  if  there  is  oppor- 
tunity to  make  more  than  one  observation  and  the  leucocyte 
count  is  found  to  be  rising.  In  only  two  out  of  twenty-one 
cases  have  I  found  a  normal  leucocyte  count  associated  with 
suppuration.  In  one  of  these  cases  only  a  single  observation 
was  made ;  the  other  indications  of  suppuration  Avere  fairly 
clear  and  were  acted  upon,  pus  being  found.  In  the  other 
case,  a  male  set.  20,  on  the  seventh  day  of  the  disease  opera- 
tion was  resorted  to  for  suppuration,  the  diagnosis  of  pus 
being  based  on  the  persistent  rigidity  of  the  belly  and  a  dry 
tongue,  although  the  temperature  had  not  been  alDove  normal, 
nor  had  the  pulse  been  above  80  for  three  days.  The  leucocyte 
count  on  three  consecutive  days  was  not  on  any  day  as  high 
as  8000,  and  yet  3  to  4  oz.  of  pus  was  found.  In  three  of 
my  cases  operated  on  for  recurrence,  when  only  a  catarrhal 
and  interstitial  appendicitis  without  suppuration  existed, 
repeated  observations  failed  to  show  leucocytosis.  I  am 
therefore  inclined  to  lay  considerable  stress  on  the  value  of 
leucocytosis  as  indicating  ap^Dendical  suppuration,  but  it  is 
not  pathognomonic,  and  the  condition  of  the  leucocyte  count  is 
only  one  factor  in  the  diagnosis,  to  be  given  its  due  weight 
and  not  more.  I  ought  to  add  this  much  further,  that  when 
the   leucocyte   count   has  been   raised  pus  has    always  been 
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found  ;  in  tliis,  therefore^  as  in  many  other  conditions^  positive 
evidence  is  of  more  value  than  negative. 

Whilst  it  is  generally  true  that  a  considerably  raised 
temperature  at  night  with  a  morning  remission  is  present  in 
these  suppurations,  it  must  be  acknowledged  that  the  tempera- 
ture may  be  so  nearly  normal  that  it  is  of  no  assistance. 
Close  scrutiny  of  the  temperature  chart  is,  however,  necessary, 
because  in  a  few  cases  it  may  be  found  that,  whilst  the 
temperature  does  not  rise  quite  to  99  in  the  evening,  yet  in 
the  morning  the  record  may  be  as  low  as  97  or  near  that, 
thus  giving  a  remission  of  one  and  a  half  to  two  degrees. 
Should  this  continue  for  two  or  three  days  it  is  very  sug'ges- 
tive  of  quiet  or  latent  suppuration,  a  condition  which  is  apt  to 
be  overlooked,  especially  in  old  or  feeble  patients,  until  a 
large  abscess  has  formed.  If  the  patient  looks  ill,  is  ana?mic 
and  pasty-faced,  this  also  is  suggestive  of  suppuration,  even 
with  a  normal  temperature.  Rigors  are  exceptional,  fluctua- 
tion, redness,  and  oedema  are  late  symiDtoms,  and  should  not 
be  waited  for. 

Early  operation  in  localised  suppuration  is  called  for,  first 
because  of  the  danger  of  rupture  of  the  localised  collection 
into  the  general  cavity,  a  condition  which  is  the  most  fatal  of 
all  the  accidents  of  appendicitis.  There  is,  further,  the 
extension  in  various  directions,  Avith  progressive  destruction  of 
tissues,  bringing-  increased  risk  to  life  and  tedious  conva- 
lescence. These  extensions  may  be  into  the  pelvis,  the  right 
hypochondrium,  into  the  lumbar  space,  and  then  OA'er  the 
crest  of  the  ilium  to  the  lumbar  and  gluteal  regions.  On  two 
occasions  I  have  been  called  to  cases  in  which  the  abscess  has 
found  its  way  through  the  anterior  abdominal  wall  into  the 
subcutaneous  tissue,  and  there  g-iven  rise  to  the  most  extensive 
gangrene  and  emphysema  of  the  tissues  of  the  abdomen, 
thorax,  and  lower  extremities  with  a  fatal  result  in  each  case. 
One  of  these  patients,  a  boy  a?t.  15,  had  only  been  ill  eight 
days,  and  had  not  received  any  medical  treatment  until  the 
gangrenous  process  developed. 

It  may  be  sug-gested  that  less  risk  is  run  if  intervention  is 
delayed  until  the  abscess  has  come  forward  and  become 
adherent  or  safe.  I  hope  to  be  able  to  show,  however,  that, 
with  proper  precautions,  abscesses  may  be  approached  across 
the  open  peritoneal  cavity  Avith  great  safety,  so  safely, 
indeed,  that  delay  is  not  justifiable. 

I  turn  now  to  the  second  point  raised :  the  safety  with 
which  appendical  abscesses  may  be  treated  if  removal  of  the 
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iippc'iidix  is  not  insisted  ujioii.  ]My  own  ])lan  is  to  incise 
directly  on  tlie  most  ])runiinent  part  of  the  swelling*  present, 
making  an  incision  of  moderate  extent,  to  be  enlarged  if  it 
seem  advisable,  and  in  these  acute  cases  1  rarely  attempt  the 
mere  separation  of  the  fibres  of  the  internal  oblique  and 
transversalis,  which  may  prove  embarrassing  from  the  narrow 
space  provided  for  manipulation,  but  prefer  a  vertical  division 
of  all  the  layers  of  the  abdominal  wall. 

If  the  appendix  can  be  recognised  easily  I  remove  it,  but 
I  am  chary  of  prolonged  search  for  it,  especially  in  adherent 
abscess,  when  the  incision  does  not  involve  the  opening  of  the 
general  cavity. 

AVhen  dealing"  with  a  non-adherent  abscess,  in  which,  of 
course,  the  general  cavity  must  be  opened,  I  allow  myself 
greater  latitude,  but  even  then  I  do  not  pursue  the  search 
far.  Faecal  concretions  in  the  abscess  cavity  I  am  always 
careful  to  search  for  and  remove. 

I  suture  the  incision  as  carefully  as  the  condition  of  the 
parts  permits,  and  I  practically  always  drain,  using  a  rubber 
tube  rather  than  packing  for  the  purpose. 

Of  adherent  or  safe  abscesses  twenty-eight  have  been 
treated,  with  one  death.  Of  these  cases  only  in  three  was 
the  appendix  found  and  removed,  though  in  a  considerable 
number  concretions  were  discovered. 

Of  non-adherent  abscesses  forty-six  have  been  treated, 
with  one  death.  In  these  the  appendix  was  removed  twenty- 
two  times,  and  in  several  others  concretions  were  found  lying 
in  the  abscess  cavity.  To  sum  up,  of  the  seventy-four  cases 
operated  on  two  died. 

Of  the  two  deaths  just  referred  to,  one  in  each  group,  one 
patient  Avas  an  old  and  feeble  man  in  whom  a  large  abscess 
formed  with  very  little  to  suggest  its  presence,  and  the  patient 
died  two  days  after,  apparently  from  asthenia,  but  no  autopsy 
was  allowed.  The  other  patient  died  apparently  of  sep- 
ticasmia  on  the  fourth  day  after  operation,  and  it  may  be  that 
he  had  peritonitis  spreading  from  the  operation  area,  l)ut  no 
autopsy  was  held.  It  may  therefore  be  asserted  confidently 
that  so  far  as  the  immediate  result  of  operation  is  concerned 
there  is  little  to  be  urged  against  this  conservative  method. 
If  removal  of  the  appendix  is  insisted  upon,  there  is  more 
risk  of  infection  of  the  general  peritoneal  cavity  from  the 
more  extensive  manipulations  required,  which  are  likely  to 
break  down  limiting  adhesions;  the  walls  of  inflamed  and 
adherent  intestine  are  easily  torn,  with  resulting  faecal  fistula; 
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and  the  constant  oozing  of  blood,  which  in  some  cases  is 
really  quite  embarrassing,  makes  the  search  for  the  appendix 
a  tedious  and  severe  operation.  It  must  be  acknowledged 
that  when  the  appendix  is  not  removed  convalescence  is  apt 
to  be  more  tardy,  and  in  a  few  cases  a  sinus  remains  for  a 
more  or  less  prolonged  period;  but  better  this  than  added  risk 
to  life,  and  the  appendix  may  be  removed,  if  necessary, 
when  the  parts  have  settled  down  after  the  acute  symptoms 
have  entirely  subsided. 

The  next  point  is  the  proportion  of  cases  in  which 
relapse  is  likely  to  occur  if  the  appendix  is  not  removed.  The 
exact  percentage  I  do  not  pretend  to  give,  but  I  have 
sufficient  evidence  to  show  that  relapse  is  quite  rare.  The 
patients  in  ni}'  lists  in  whom  the  appendix  was  not  removed 
number  forty-nine ;  of  these  thirty-three  were  hospital  cases 
and  sixteen  were  private  patients.  Any  one  who  has 
attempted  to  follow  hospital  cases  some  years  after  they  have 
left  the  institution  will  realise  hoAv  difficult  it  is  to  give  the 
details  of  the  first  group.  It  is,  however,  satisfactory  to  find 
that  of  these  thirty-three  hospital  patients  all  but  two  have 
been  traced,  and  of  these  I  can  learn  nothing,  not  even 
whether  they  are  alive  or  dead.  Of  the  hospital  patients 
traced,  none  have  suffered  from  recurrence  of  the  disease, 
though  one,  an  old  man,  had  died  of  bronchitis'  and  other 
troubles,  and  one  other  had  died  of  strangulated  hernia,  and 
reference  Avill  be  made  to  his  case  later  on. 

All  the  ;  private  patients  have  been  traced,  and  of  these 
one  suffered  from  relapse.  This  patient,  a  girl  with  an 
adherent  abscess,  had  acute  recurrence  within  a  few  weeks 
of  her  first  operation,  and  I  then  again  operated,  finding  a 
fairly  wide-spread  peritonitis  with  a  small  purulent  collection 
around  the  appendix,  which  was  then  removed  and  recovery 
followed.  The  time  which  has  elapsed  since  operation  on 
these  forty-nine  patients  varies  from  ten  years  to  a  few  weeks; 
therefore  relapse  may  3'et  take  place  in  some  of  them,  but  I 
think  sufficient  has  been  said  to  show  that  such  an  event  is 
rare. 

The  patients  who  cannot  be  traced  may  have  had  recur- 
rences, but  with  the  history  of  the  others  before  us  it  would 
not  be  reasonable  to  assume  this,  and  probably  it  will  be  best 
to  ignore  them.  That  being  so,  we  have  in  forty-seven  cases 
only  one  case  of  relapse. 

Complications  at  the  time  of  operation  or  following  it 
have    not    been    very    numerous.      In    one    patient,    a    male 
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set.  38,  a  considerable  amount  of  allnnnen  was  found  in  the 
urine,  but  tliis  entirely  cleared  up  in  a  few  days.  In  one 
patient,  a  girl,  the  abscess  had  opened  into  the  bladder, 
but  recovery  followed,  though  somewhat  tediously,  on 
drainage  of  the  abscess  cavity,  the  appendix  not  being 
removed.  In  two  patients  secondary  suppuration  occurred 
in  the  right  hypochondrium  a  few  days  after  the  opening  of 
adherent  abscesses,  the  appendix  not  being  removed,  but 
recovery  followed  the  evacuation  of  these  further  collections. 
Phlebitis  of  the  veins  of  the  lower  extremities  and  pleuinsy 
with  pneumonia  have  been  the  commonest  complications,  each 
occurring  three  times,  and  in  two  patients  phlebitis  and  lung 
trouble  coincided,  but  all  the  patients  recovered  without 
suppuration  in  the  pleura  or  vein.  Of  all  the  cases  operated 
on  only  one  has  a  ftecal  fistula,  and  in  this  patient  I  per- 
sisted in  removing  the  appendix,  which  ran  upwards  Ijehind 
the  ascending  colon,  and  in  doing  so  perforated  the  bowel 
with  my  fingers.  An  attempt  to  close  the  opening  by  an 
extra-peritoneal  operation  failed,  and  the  man  at  present 
declines  further  intervention. 

Inquiry  into  the  fate  of  patients  who  recovered  from 
operation  shows,  as  was  to  be  expected,  that  a  distinct 
mortality  threatens  them  as  a  direct  sequela  of  the  disease. 
One  patient,  a  woman  set.  32,  Avas  under  my  care  fovir  years 
after  operation  for  non-adherent  abscess,  the  appendix  ibeing 
removed,  Avith  symptoms  of  internal  strangulation.  She  had 
been  acutely  ill  some  days,  and  Avas  about  four  months 
pregnant.  Operation  found  a  small  band  of  adhesion  arising 
from  the  caecum,  Avhicli  had  kinked  and  produced  a  ^Dartial 
volvulus  of  a  portion  of  ileum,  and  the  intestine  was  gan- 
grenous. Eesection  Avith  immediate  union  Avas  performed, 
but  the  patient  aborted  on  the  third  day  and  died  on  the 
fourth  day  after  operation.  Another  patient,  a  boy  set.  15, 
operated  on  for  a  non-adherent  abscess,  the  appendix  being 
remoA'ed,  made  a  good  recovery.  A  fcAv  Aveeks  later  he  Avas 
readmitted  to  hospital  Avith  A-omiting  and  great  distension. 
Starvation  and  repeated  enemata  relieved  his  symptoms,  and 
he  Avas  discharged  Avith  a  Avarning  against  OA'er-feeding  and 
constipation.  Both  these  directions  were  ignored,  and  in  a 
short  time  the  patient  Avas  readmitted  Avith  his  old  symptoms 
in  an  intense  degree.  He  Avas  so  ill  that  immediate  operation 
Avas  called  for.  Dense  and  Avide-spread  matting  of  small  in- 
testine Avas  found  in  the  right  iliac  region.  The  only  possible 
method  of  relief  Avas  bv  a  lateral  anastomosis  after  CA'acuation 
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of  the  intestine,  bnt  the  patient  died  the  next  day.  A  tliird 
fatality  followed  foui-  years  after  operation  in  a  middle-aged 
man,  who  was  very  ill  at  the  time  of  his  operation,  and  in 
whom  a  ventral  hernia  developed  throug-h  the  scar.  He 
neglected  to  Avear  a  support,  and  came  under  the  care  of  one 
of  my  colleagues  with  strangulation  in  the  hernia,  and  died 
after  operation  for  its  relief. 
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XIV. — The  TreatincKt  vf  Iiiira-pcrltoaeal  Ahf<cpss  of  the 
Append'iic,  illnstmfed  In/  cases.  By  F.  C  AVallis. 
Bead  Fehruary  14,  1902. 

IN  the  accompan3'ing  small  series  of  consecutive  cases  of  ab- 
scess of  the  appendix  it  "will  be  noticed  that  in  every  case 
except  the  last  the  abscess  was  intra-peritoneal,  by  which  is 
meant  that  the  abscess  Avhich  is  formed  in  connection  Avith 
the  appendix,  although  shut  off  by  surrounding  adherent 
coils  of  intestine,  was  in  no  way  adherent  to  the  parietes,  or 
only  so  slightly  as  to  foi'm  no  protection. 

In  every  case,  therefore,  the  general  peritoneal  cavity  had 
to  be  opened  before  the  abscess  could  be  dealt  with.  The 
following  are  details  which  were  performed  in  each  case  : 

A  comparatively  small  incision  is  made  through  the  skin 
down  to  the  rectus  sheath,  which  is  divided  ;  the  length  of 
the  initial  incision  depends  mainly  upon  the  thickness  of  the 
abdominal  jjarietes.  The  rectus  muscle  being  pulled  in- 
wards, the  posterior  part  of  its  sheath  is  opened,  the  peri- 
toneum incised  and  held  apart  by  forceps.  If  now  the  finger 
is  introduced,  and  a  search  more  or  less  roughly  carried  out 
for  whatever  may  be  found,  the  consequences  Avill  be 
disastrous  :  the  abscess  cavity  Avill  almost  inevitably  be 
opened,  and  the  contained  pus  escape  into  the  general  peri- 
toneal cavity.  Great  care  is  necessary  to  avoid  this 
catastrophe,  as  in  the  young,  even  after  many  days,  the  adhe- 
sions are  of  the  frailest  character,  and  unless  the  intestines 
are  manipulated  Avith  gentle  hands  these  adhesions  give  way 
and  expose  the  general  peritoneal  cavity  to  the  infection  of 
the  escaping  pus. 

To  avoid  this,  Avhen  the  peritoneum  has  been  incised,  a 
blunt  hook  with  a  large  curve  is  used  to  pull  up  the  parietes 
on  the  left  side  of  the  incision.  The  general  peritoneal 
cavity  is  shut  off  all  round  by  introducing  pieces  of  Gamgee 
tissue  about  1\  to  2  inches  wide  above,  internally,  and  below, 
thus  forming"  a  crescent  around  the  affected  area. 

NoAv  the  abscess  may  be  looked  for  by  gently  separating 
the  adhesions  in  the  appendix  neighbourhood.  This  must  be 
done  quite  gently,  otherwise  the  pus,  which  is  always  under 
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a  certain  amount  of  tension,  may  escape  too  rapidly  to  control 
it.  If  this  does  occur,  as  it  sometimes  "will  in  spite  of  all 
proper  care,  the  patient  should  be  immediately  tilted  over  to 
the  right  side,  and  the  pus  directed  to  a  small  bowl  held 
underneath. 

'When  the  pus  escapes  gently  it  can  be  sponged  up  as  it 
wells  out  of  the  cavity  until  the  tension  has  ceased,  when  the 
opening  is  separated  more  widely,  and  the  cavity  is  thoroughly 
cleansed  by  sponging  with  Gamgee  tissue  (marine  sponges 
should  not  be  used). 

If  there  is  any  appendix  to  be  removed,  this  should  be 
done  now ;  the  cavity  is  then  dusted  Avitli  iodoform  and  filled 
with  iodoform  gauze. 

In  one  or  two  cases  the  cavity  was  swabbed  out  with  pure 
carbolic  acid,  but  the  subseqtient  oozing  ^vas  so  excessive 
that  I  gave  it  up. 

It  is  important,  especially  for  the  first  twenty-four  hours, 
to  keep  the  surroundings  as  dry  as  possible,  and  iodoform 
poAvder  Avith  moderately  light  packing  of  the  gauze  answers 
well.  This  packing  is  removed  on  the  fourth  day,  i.  e.  after 
the  bowels  have  acted,  as  a  rule. 

In  some  of  the  cases  peroxide  of  hydrogen  was  used  to 
clean  up  the  abscess  cavity.  I  have  used  it  now  for  some 
years,  and  can  recommend  it.  The  abdominal  incision  is 
closed  by  one  set  of  interrupted  fishing- gut  sutures,  care 
being  taken  that  each  layer  of  the  parietes  is  picked  up 
by  the  needle — a  lai-ge  curved  Hagedorn — as  each  sutui'e  is 
passed. 

It  Avill  be  noticed  that  seven  out  of  the  eight  patients  were 
young — a  matter,  I  believe,  of  some  considerable  clinical  im- 
portance. It  is  not  intended  in  this  paper,  Arhich  is  only  a 
record  of  one's  clinical  ex^Derience,  to  deal  with  the  vast  amount 
of  literature  on  the  subject.  But  from  Avhat  I  have  read  and 
from  what  I  have  gathered  from  the  clinical  experience  of 
others — and  it  certainly  is  my  own, — suppurative  appendicitis 
is  much  more  common  in  young  people  than  the  recurrent 
form,  and  hitherto  sufiicient  importance  has  not  been  attached 
to  this  fact. 

In  all  these  cases  the  attack  which  ended  in  suppui-ation 
was  the  primary  one. 

The  onset  in  each  case  was  a  sharp,  definite  attack  of 
abdominal  pain,  and  in  most  cases  this — perhaps  naturally 
enough — had  been  looked  upon  as  an  ordinary  stomach-ache 
by  the  patient  or  relatives,  and  the  sufferer  had  continued  to 
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go  about  for  several  days  Lcfore  applying  for  medical  relief. 
Herein  lies  the  danger.  If  In-  chance  adhesions  form — and 
fortunately  this  is  the  rule — before  the  pus  escapes  from  the 
appendix  a  bulwark  of  safety  has  been  made,  "which  is  of 
great  value. 

But  many  of  us  have  had  personal  experience  of  those 
cases,  when  a  young  life  is  lost  in  two  or  three  days  by  a 
suppurating  appendix  bursting  l;efore  any  sutKcient  adhesions 
were  formed. 

Another  point  which  I  have  already  mentioned  is  the 
frail  character  of  the  surrounding  adhesions  in  the  youny, 
even  after  many  days.  Case  1  was  operated  on  ten  days,  and 
Case  4  four  days  after  the  origiiml  attack.  Yet  in  each  case, 
as  in  all  the  others,  save  one,  quite  delicate  manipulation  was 
necessary  to  avoid  bursting  the  adhesions  before  the  neces- 
sary guards  had  been  placed  around  the  affected  area.  The 
importance  of  recognising  this  clinical  fact  is  evident. 

The  one  exception  to  this  was  Case  7.  The  age  of  the 
patient  was  48,  and  here  the  adhesions  were  firm  and 
strong,  forming  a  good  protection.  In  my  experience  this 
also  is  the  rule  in  patients  about  this  age. 

These  facts  emphasise  the  necessity  of  operating  quite 
early  after  the  primary  attack  of  appendicitis  in  young 
children. 

In  all  these  cases  a  thorough  view  of  the  abscess  cavity 
w^as  obtained,  and  whenever  any  appendix  or  portion  of  it 
remained  this  Avas  removed  at  the  time.  When  the  pus 
tracked  up  behind  the  colon  a  posterior  incision  was  made, 
from  which  the  wound  drained,  and  the  anterior  incision  Avas 
closed. 

The  sequel  of  commencing  intestinal  obstruction,  which 
occurred  in  Case  5,  shoAvs  the  advisability  of  remoA-ing  an\^ 
omentum  Avhicli  may,  OAving  to  its  inflammatory  condition,  be 
capable  of  contracting  adhesions  AA'ith  neighbouring  coils  of 
intestine.  A  certain  amount  was  remoA'ed  in  this  case,  but,  as 
the  sequel  shows,  not  enough.  The  rapid  convalescence 
which  ensued  in  all  these  cases  was,  I  belieA'e,  due  in  great 
measure  to  the  thorough  cleansing  of  the  abscess  cavitA'  at 
the  operation,  and  to  the  remoA'al  of  Avhatever  Avas  left  of  the 
appendix. 

With  regard  to  the  somewhat  A'exed  question  as  to  AA-hether 
the  appendix  should  or  should  not  be  remoA'ed  at  the  time 
when  the  abscess  is  opened,  I  do  not  think  that  any  hard 
and  fast  rule  can  be  made.    In  four  of  my  cases  the  appendix 
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was  seen  Avhen  the  abscess  cavity  was  exposed,  and  was 
comparatively  easily  removed.  But  any  systematic  search 
when  the  appendix  was  not  apparent  was  not  made,  and  I  do 
not  think  it  would  be  good  surgery  to  make  one,  as  very 
serious  harm  might  be  done  by  opening  up  the  peritoneal 
cavity,  and  recurrences  after  an  abscess  has  formed  when 
the  appendix  has  not  been  removed  are  rare. 

The  treatment  of  the  last  case  on  the  list  is  one  Avhich  I 
have  adopted  lately  when  pus  or  puriform  fluid  was  found  in 
the  general  peritoneal  cavity,  but  at  the  time  there  was  no 
general  ]ieritonitis.  My  reason  for  such  treatment  is  my 
great  and  growing  respect  for  the  wonderful  protective  and 
recuperative  power  of  the  peritoneum  when  not  irritated  by 
chemical  solutions  and  rough  manipulation,  which  in  these 
cases  does  nothing  but  harm. 


Cases  illustrating  J/r.  F.  C.  Walliss  i:)aper. 

Case  1. — 'T.  A.,  jet.  15,  admitted  to  Charing  Cross  Hospital, 
July  6,  1900.     Operation  July  13.     Discharged  August  12. 

Pain  in  abdomen  on  July  3,  given  castor  oil.  Sickness  on 
July  4  and  5.  Temperature  varied  from  101^  at  night  to 
98'6°in  the  morning.     Transferred  to  surgical  side.on  July  13. 

Ahdomen. — Somewhat  distended;  slight  respiratory  move- 
ment ;  markedly  tender,  especially  over  right  iliac  region, 
where  the  skin  is  slightly  oedematous,  and  a  distinct  fulness 
can  be  made  out. 

Operation. — Skin  incised  for  two  inches  over  McBurney's 
point.  Rectus  sheath  opened  and  muScle  pulled  inwards. 
Peritoneum  opened,  when  thickened  oedematous  omentum 
presented  itself.  Incision  enlarged  Ih  inches.  In  the  mid- 
line was  a  mass  of  omentum,  underneath  which  was  a  gan- 
grenous appendix  and  a  small  quantity  of  very  offensive  pus. 
The  appendix  was  removed,  the  abscess  cavity  swabbed  out, 
and  a  portion  of  thickened  omentum  was  cut  away.  The 
cavity  Avas  dusted  with  iodoform  powder,  packed  with  iodo- 
form gauze,  and  the  greater  part  of  the  incision  brought 
together  with  silkworm-gut  sutures.  Iodoform  gauze  removed 
three  days  after  operation,  and  a  small  piece  reinserted  into 
the  cavity  for  drainage  purposes.  The  cavity  filled  rapidly^ 
and  patient  was  discharged  on  August  12. 

Patient  was  operated  on  on  January  25,  1901,  for  small 
ventral  hernia. 
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Case  2.— J.  S.,  girl,  tet.  13,  admitted  October  11,  1900. 
Operation  October  16.     Discharged  November  13. 

iSuddenly  taken  with  abdominal  pain  on  October  2.  Kept 
about  until  October  7,  when  she  went  to  bed  and  diarrhoea 
commenced.  AVas  admitted  to  Metropolitan  Hospital  as  a 
case  of  enteric  fever.  When  seen  after  admission,  a  definite 
swelling  in  the  right  iliac  fossa  was  discovered,  and  appendi- 
citis diagnosed. 

Operation  on  October  16,  when  an  abscess  was  found 
situated  between  the  adherent  small  intestines  and  caecum. 
This  was  treated  in  the  manner  described  above.  An  un- 
interrupted recovery.  (Peroxide  of  hydrogen  was  used  as  a 
lotion.) 

Case  3. — F.  L.,  girl,  fet.  1.5,  admitted  to  Sutton  Cottage 
Hospital  on  September  4,  1900.  Operation  September  9. 
Discharged  October  9. 

Ill  with  abdominal  pains  and  vomiting*  on  September  2  ; 
pain  and  resistance  more  marked  in  right  iliac  fossa.  When 
seen  on  the  9th  there  Avas  a  well-marked  swelling  in  rig'ht 
iliac  fossa,  and  temperature  103'2°,  but  patient  was  lying* 
on  affected  side  reading  a  book. 

Operation  the  same  day,  when  an  abscess  Avas  found  con- 
taining nearly  1  oz.  of  characteristic  pus.  This  was  treated 
on  the  same  lines  as  the  others.  The  child  made  an  unin- 
terrupted recovery. 

Case  4. — A.  B.,  youth,  set.  17,  admitted  February  6, 
1900,  to  the  Metropolitan  Hospital.  Operation  February  23. 
Discharged  April  3. 

Seized  with  acute  pain  in  lower  abdomen  during  the  night 
of  January  30,  and  this  was  followed  by  vomiting.  Pain  and 
daily  vomiting  continued  until  admission,  when  an  indefinite 
swelling  was  found  in  the  right  iliac  fossa  extending  as  far  as 
the  middle  line.     This  swelling  was  dull  on  percussion. 

Operation  (February  23). — The  omentum,  which  presented 
through  the  wound,  was  found  adherent  to  the  anterior 
abdominal  wound,  and  also  to  a  loop  of  small  intestine ; 
this  loop  was  adherent  to  the  lower  part  of  the  c«cum. 
Between  these  coils  was  a  small  abscess  and  the  remains  of 
the  appendix.  This  was  removed,  and  the  cavity  packed 
with  gauze.  Patient  made  a  good  recovery,  but  the  sinus 
was  longer  than  usual  in  filling  up.  (Peroxide  of  hydrogen 
Avas  used  as  a  lotion.) 
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Case  5. — J.  Y.,  youth,  tet.  17,  admitted  to  Charing  Cross 
Hospital  on  October  26,  1900.  Operation  October  26.  Dis- 
charsred  January  9,  1901. 

The  previous  history  of  this  case  was  not  cleai-ly  made  out, 
but  on  admission  the  patient  was  quite  ill,  and  had  obvious 
signs  of  suppurating  appendicitis. 

At  the  operation  the  omentum,  small  intestines,  and  caecum 
"were  all  much  matted  together,  and  on  separating  these  a 
considerable  abscess  cavity  Avas  exposed,  filled  with  foul  pus. 
In  the  cavity  was  the  gangrenous  appendix ;  this  was  removed, 
and  the  cavity  swabbed  out  and  packed  ^\\i\\  iodoform  gauze. 
A  portion  of  the  sodden  and  thickened  omentum  was  removed. 

The  patient  did  very  well  until  the  third  week,  when  he 
had  symptoms  of  intestinal  obstruction,  necessitating  a  laparo- 
tomy, which  was  performed  in  the  mid-line,  when  two  coils  of 
intestine  were  found  adherent  to  the  great  omentum ;  these 
were  separated.     The  patient  then  made  a  good  recovery. 

Case  6. — G.  S.,  girl,  ^^i.  11,  admitted  to  Metropolitan 
Hospital  July  1,  1901.  Operation  July  2.  Discharged 
August  4.  First  complained  of  pain  in  right  iliac  fossa  on 
June  25,  which  gradually  became  worse  until  June  29. 

There  had  been  no  sickness.  Bowels  had  been  opened 
twice  a  day.  On  day  of  admission  had  had  lamb  and  mint 
sauce  twice.    At  this  time  her  temperature  was  103°,  pulse  132. 

Ahdomen  has  a  distinct  fulness  and  sense  of  resistance  in 
right  iliac  and  lumbar  regions,  where  manipulation  causes 
pain. 

On  opening  the  abdomen  the  colon  presented  itself.  This 
was  pulled  towards  the  middle  line,  and  an  abscess  cavity 
situated  externally  to  the  colon  was  found,  w^hich  held  2  oz. 
of  foul  23US.  The  cavity  extended  up  towards  the  liver,  and 
Avas  lined  with  a  thick  white  membrane.  A  posterior  incision, 
for  better  drainage,  was  made  in  the  loin,  and  the  abscess 
cavity  treated  in  the  same  way  as  the  other  cases.  Recovery 
uninterrupted. 

Case  7. — A.  W.,  female,  set.  48,  admitted  July  3. 
Operation  July  4.     Discharged  August  14. 

Sudden  severe  pain  in  lower  abdomen  on  June  25,  which 
settled  in  the  right  side  ;  no  sickness,  but  rather  violent 
retching. 

Ahdomen    moves  freely    on  respiration  ;    on    palpation   a 
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large  mass  can  be  felt  in  right  iliac  and  liuiiljar  regions,  "which 
extends  upwards  to  lower  surface  of  liver. 

The  abdomen  was  opened  by  an  incision  4i-  inches  long. 
When  the  transversalis  muscle  was  reached  it  was  found  to  be 
much  infiltrated  and  thickened ;  on  opening  the  abscess  cavity 
firm  adhesions  formed  definite  and  safe  boundaries  (the  only 
case  of  this  series  where  this  was  so)  ;  abscess  cavity  treated 
in  usual  manner.     Recovery  uninterrupted. 

Case  8. — W.  S.,  male,  tet.  20,  admitted  to  Metropolitan 
Hospital  November  5,  1901.  Operation  Xovember  5  (same 
day).     Discharged  January  4,  1902. 

Sudden  attack  of  pain  with  shivering  and  nausea 
November  8,  since  when  the  bowels  have  not  acted  and  no 
fiatus  has  been  passed.    Vomiting  commenced  on  November  5. 

On  admission  looked  very  ill ;  temperature  97"5°,  pulse 
120.  Abdomen  distended,  rigid,  not  moving  with  respiration. 
Very  tender  all  over  right  iliac  fossa. 

Feet  and  hands  peeling  in  a  manner  suggestive  of  scarlet 
fever.     Was  sent  in  notified  as  a  case  of  typhoid  fever. 

Operation. — When  the  abdomen  was  opened  the  intestines 
in  the  right  iliac  fossa  were  found  covered  with  thin  puriform 
fluid.  No  signs  of  adhesion  or  appearance  of  localisation  of 
peritonitis.  A  long  swollen  appendix  was  found  lying  on  the 
outer  side  of  the  caecum,  between  it  and  the  parietal  peri- 
toneum; this  was  removed.  A  quantity  of  sero-purulent 
fluid  was  withdrawn  by  a  syringe  from  the  right  side  of  the 
pelvis,  and  the  wound  treated  as  in  the  other  cases,  with  the 
addition  that  a  large  drainage-tube  was  passed  down  into 
the  Douglas's  pouch.  Was  constantly  sick  until  November  8, 
when,  after  repeated  treatment,  the  bowels  acted  well. 
Recovery  from  now  on  was  uninterrupted.  When,  on 
November  15,  the  stitches  were  removed,  it  was  found  that  no 
union  had  taken  place,  the  whole  wound  gaped,  exposing  the 
intestines.     No  ill-effects  followed  this  unusual  contretemps. 
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XV. —  Two  cases  of  Arthritis  of  the  Knee.  By  H.  AV. 
Page,  M.C.Cantab.  Witli  an  Investigation  into  the 
Pathogenesis.  By  Alexaxdee  Paixe,  M.D.,  and 
F.  J.  PoYXTOX,  M.D.     Bead  March  14,  1902. 

1">E0M  time  to  time  during  the  past  few  years  I  have  had 
cases  of  chronic  synovitis  of  the  knee-joint  under  my 
care  in  which  the  condition  coukl  be  attributed  neither  to 
uncomplicated  injury  nor  to  rheumatism,  osteo-arthritis, 
tuberculosis,  or  other  every-day  disease.  The  chief  cha- 
racteristic of  the  affection  has  been  the  absence  of  any 
tendency  to  subsidence  of  the  synovial  effusion  under  the 
influence  of  rest,  warmth,  the  application  of  ice,  blistering, 
and  other  local  remedies,  together  with  an  unusual  amount 
of  pain.  Furthermore,  the  state  of  the  patient  has  not  un- 
commonly been  such  as  to  suggest  a  subacute  form  of  toxaemia, 
and  when  by  aspiration  tbe  fluid  has  been  removed  it  has 
usually  been  of  such  a  kind — thick  and  greenish  in  colour, 
cloudy,  with  flakes  of  lymph  and  leucocytes — as  to  lead  me  to 
wash  out  the  synovial  cavity  with  carbolic  solution  as  the 
remedy  most  likely  to  initiate  restoration  of  the  joint  to 
health  and  usefulness.  Of  this  description  was  the  case  of  a 
man  £et.  34  in  St.  Mary^s  Hospital  last  January.  Shortly 
before  Christmas,  1900,  he  had  slipped  and  sprained  his  right 
knee,  and  he  was  admitted  on  January  11  with  the  joint 
greatly  swollen  and  suffering  much  pain.  The  effusion  show- 
ing no  tendency  to  diminish,  the  joint  was  aspirated  on  the 
loth,  and  fluid  was  Avithdrawn  with  the  physical  peculiarities 
already  named.  Notwithstanding  this  the  pain  continued 
and  the  SAvelling  began  immediately  to  return.  The  man 
himself  was,  moreover,  in  a  very  restless,  irritable  state,  so 
that  others  in  the  ward  said  that  he  must  be  "  off  his  head." 
His  temperature  was  but  slightly  raised,  reaching  100°  F.  on 
only  two  occasions.  Accordingly,  on  January  18,  the  fluid  was 
again  removed  from  the  knee,  and  the  joint  Avas  then  washed 
outwith  solution  of  1  in  100  carbolic  until  the  fluid  returned 
perfectly  unclouded  and  clean.  From  this  time  onward  he 
began  to  improve  both  locally  and  constitutionally,  and  after 
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a   course  of  massage  and  movement  lie  was  discharged  on 
February  22  almost  tit  tor  work  and  with  recovery  in  sight. 

I  mention  this  case  in  briefest  terms  alone,  because  I 
regard  it  as  of  the  same  class  as  that  which  is  now  to  follow, 
and  which  afforded  Dr.  Poynton  and  Dr.  Paine  the  oppor- 
tunity for  important  investigations,  Avhich  make  it  worthy  of 
publication. 

George  H.,  tet.  14,  admitted  to  St.  Mary's  Hospital  on 
March  22,  1901,  gave  a  history  of  having  hurt  his  right  knee 
shortly  before  Christmas,  190U.  The  knee  had  been  knocked 
and  immediately  began  to  swell,  but  after  a  few  days'  rest 
the  swelling  had  subsided,  and  he  resumed  work.  Again,  on 
March  15,  he  knocked  his  knee  against  the  wall  as  he  lay  in 
bed,  and  this  blow  was  immediately  followed  by  swelling  and 
considerable  pain.  Such  Avas  his  own  account,  but  a  story  in 
all  probability  more  trustworthy  Avas  that  of  his  grandmother, 
who  said  that  he  had  been  brought  home  on  that  day  and  put 
to  bed  because  of  shivering,  sickness,  and  pains  in  the  head. 
The  knee,  at  any  rate,  Avas  the  most  noticeable  feature  of  his 
illness,  and  fomentations  and  rest  being  Avithout  influence, 
he  was  sent  by  his  doctor  to  the  hospital.  The  knee  Avas 
then  tightly  distended  Avith  synovial  effusion,  and  he  Avas 
stiff ering  much  pain.  Furthermore,  he  was  obviously  A^ery 
ill.  His  temperature  varied  from  100°  to  101°  F.  ;  he  was 
restless  and  irritable,  talkative,  and  inclined  to  Avander,  and 
with  difficulty  induced  to  take  any  food.  The  effusion  shoAA^ed 
no  sign  of  diminution,  and  according!}',  on  March  26,  the  fluid 
was  removed  by  aspiration,  it  being  our  intention  to  Avash  out 
the  joint  Avith  carbolic  in  case  the  effusion  should  return  or 
the  nature  of  it  should  suggest  the  desirability  of  this  pro- 
cedure. The  fluid  did  display  the  naked-eye  appearance  aboA^e 
described ;  diplococci,  some  of  them  arranged  in  chains, 
Avere  found  in  it,  and  the  effusion  did  return.  Except  slight 
temporary  improvement  on  May  27  and  28,  the  boy  Avas  no 
better :  rather  Avas  he  Avorse ;  his  temperature  Avas  higher, 
and  his  mental  and  general  condition  showed  no  change  for 
the  better.  On  April  2,  therefore,  the  knee  AA^as  again 
aspirated  and  thoroughly  Avashed  out  Avith  carbolic  lotion 
1  to  100.  Thereafter  he  began  to  mend  in  all  respects,  saA^e 
that  there  Avas  a  slight  return  of  fluid,  and  there  Avas  no  set- 
back from  steady  and  continuous  return  to  con\'alescence 
until  he  left  the  hosi^ital  on  May  9.  By  Dr.  Poynton's  wish 
he  had  been  treated  Avith  salicylates  from  .\pril  13  onAvards, 
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and  there  can  be  little  donLt   that  this   helped  to  promote 
recovery. 

I  now  leave  it  to  Dr.  Poynton  and  Dr.  Paine  to  deal  with 
and  record  the  results  of  their  investigation  of  this  interesting 
case.  Apart  altogether  from  what  they  will  say,  it  is  clear,  as 
I  have  indeed  always  cotisidered  in  dealing  with  them,  that 
in  these  cases  of  arthritis  Ave  have  to  do  with  a  state  of  things 
determined  by  the  invasion  of  some  infective  micro-organism, 
and  that  the  most  rational  and  effective  mode  of  treatment 
must  be  that  by  washing  out  the  joint  and  the  removal  of  all 
the  deleterious  products  to  which  the  organisms  may  give 
rise. 


Bacteriological  and  Experimental  Investigations  by 
Dr.  Alexander  Paine  and  Dr.  F.  J.  Poynton. 

Upon  March  26  the  flaid  obtained  from  the  knee-joint 
was  added  to  bouillon  and  incubated  at  blood-heat  for  twenty- 
four  hours. 

The  fluid  itself  was  slightly  opalescent,  and  a  film  showed 
fibrin  and  a  considerable  number  of  polynuclear  leucocytes. 
In  the  film  there  were  numerous  very  minute  diplococci  in 
chains. 

On  March  30,  20  minims  of  the  bouillon  were  injected 
intravenously  into  a  rabbit.  Upon  the  third  day  there  was 
arthritis  of  the  tarsal  joint  upon  the  left  side.  Later  arthritis 
followed  in  other  joints.  The  heart  Avas  evidently  affected, 
a  systolic  murmur  developed  at  the  apex,  and  action  became 
very  excited. 

The  arthritis  gradually  but  slowly  commenced  to  subside, 
though  Avhen  the  animal  Avas  killed  upon  May  31st  there  Avas 
a  good  deal  of  thickening  around  the  affected  joints. 

The  necropsy  showed  much  enlargement  of  the  heart  and 
dilatation  of  the  left  A'entricle,  Avith  mitral  A'ah-ulitis.  The 
liA'er  was  engorged,  the  spleen  small,  the  kidneys  pale,  and 
there  Avas  excess  of  clear  fluid  in  the  peritoneal  cavity.  There 
Avas  no  suppuration. 

The  exudation  in  the  joints  resembled  in  appearance 
unboiled  Avhite  of  egg,  and  much  of  the  SAvelling  of  the  joints 
was  due  to  chronic  inflammatory  chang'es  in  the  periarticular 
tissues.  There  Avere  no  bony  changes,  and  there  Avas  no 
erosion  of  the  cartilages. 
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Upon  April  2  the  patient's  joint  was  aspirated  a  second 
time,  and  cultures  made  in  bouillon  and  in  a  medium  of  milk 
bouillon  and  lactic  acid. 

Films  of  the  joint  Huid  showed  leucocytes,  fibrin,  and  diplo- 
cocci  growing  in  chains.  The  cultures  showed  a  pure  growth 
in  each  tube. 

Intra-venous  injection  of  1  c.c.  of  the  bouillon  culture  into 
a  rabbit  produced  again  a  polyarthritis.  This  time  the  rabbit 
was  given  salicylate  of  soda  in  two-grain  doses  by  the  mouth 
through  a  soft  catheter. 

The  effusion  completely  disappeared  from  both  knee-joints, 
but  the  carpal  joints,  which  were  affected  later,  did  not  subside. 
In  addition  to  arthritis  a  doughy  swelling  about  the  size  of  a 
filbert  developed  upon  the  outer  side  of  the  right  fore-limb. 
This  swelling  contained  a  clear  sterile  fluid.  The  necropsy 
showed  no  visceral  suppurations  or  valvulitis. 

Upon  April  7  a  subcutaneous  inoculation  into  another 
rabbit  was  made  from  a  culture  in  ascitic  bouillon.  A  week 
afterwards  a  systolic  murmur  was  detected,  which  lasted  for 
three  days  and  then  disappeared.  The  animal  completely 
recovered. 

Upon  April  24  an  intra-venous  inoculation  of  2  c.c.  of  the 
ascitic  bouillon  culture  was  made  into  a  fourth  rabbit.  Poly- 
arthritis developed  in  the  first  week  and  subsided,  the  animal 
making  a  complete  recovery. 

This  investigation  demonstrates  that  the  exciting  cause  of 
the  arthritis  in  the  second  of  the  two  cases  described  by  Mr. 
Page  was  a  diplococcus,  and  that  this  diplococcus  resembled 
in  its  morphological  and  cultural  characteristics  the  diplo- 
coccus of  rheumatic  fever,  rather  than  the  Streptocuccus 
'pyogenes.  It  is  interesting  that  Mr.  Page  from  the  clinical 
aspect  of  the  case,  and  we  from  the  bacteriological,  came 
quite  independently  to  the  conclusion  that  the  arthritis  was 
unusual  in  its  type. 

There  are  a  considerable  number  of  cases  of  arthritis 
which  are  somewhat  vaguely  termed  "  septic,^'  in  which  it  is 
natural  to  suspect  a  microbic  infection,  which  will  present 
some  peculiar  features. 

At  one  end  of  the  series  there  is  a  virulent  suppurative 
arthritis,  the  result  of  infection  with  the  Streptocuccus 
jryogenes.  At  the  other  there  is  simple  rheumatic  synovitis, 
the  result  of  infection  with  the  diplococcus  of  rheumatic  fever. 

Such  a  condition  as  the  one  that  is  recorded  in  this  paper 
lies  someAvhere  between  these  two  extremes.     In  the  clinical 
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history  it  resembles  in  some  respects  the  more  septic  forms  of 
arthi'itis.  The  experimental  and  bacteriological  results  bring 
it  closer  to  the  rheumatic  arthritis.  The  scientific  importance 
of  such  cases  as  these  turns  upon  the  light  thej^  luay  throw 
upon  the  condition  known  as  rheumatoid  arthritis.  The  prac- 
tical importance  lies  in  the  fact  which  !Mr.  Page  has  dwelt 
upon,  that  they  are  amenable  to  a  form  of  surgical  treatment 
which  is  not  severe,  and  which  Ave  believe  in  this  particular 
instance  was  assisted  by  the  administration  of  full  doses  of 
salicylate  of  soda. 

Another  feature  of  interest  is  the  great  number  of  the 
diplococci  that  were  present  in  the  inflammatory  exudation. 
We  have  found  both  from  investigations  on  rheumatic  fever 
in  man  and  in  animals  that  the  acute  and  clear  eifusions  of 
that  disease  are  as  a  rule  sterile,  although  the  diplococci  may 
be  present  in  the  synovial  membrane  beneath  the  endothelial 
lining.  In  this  case  the  organisms  were  present  in  the  exuda- 
tion in  numbers,  and  w^e  should  presume  that  the  endothelial 
layer  of  the  synovial  membrane  was  considerably  damaged. 

Since  this  paper  was  received  by  the  Society  we  have 
strengthened  the  view  that  such  cases  as  those  recorded  to- 
night may  throw  light  upon  certain  forms  of  rheumatoid 
arthritis.  We  have  demonstrated  in  the  exudation  and 
synovial  membrane  of  a  knee-joint,  showing  all  the  changes 
of  rheumatoid  arthritis,  a  diplococcus  which  was  isolated, 
and  produced  in  ten  weeks  an  osteo-arthritis  of  the  right 
knee-joint  of  a  rabbit.  The  investigation  was  laid  before 
the  Pathological  Society  of  London  in  January.  We  show  on 
this  occasion  this  experimental  osteo-arthritis,  and  for  com- 
parison a  type  of  arthritis  produced  by  the  diplococcus  of 
rheumatic  fever.  The  effusion  in  each  instance,  it  wall  be 
seen,  is  quite  clear.  We  venture  to  lay  especial  stress  on  the 
clinical  importance  of  these  results,  for  we  have  here  the  two 
types  of  non-suppurative  arthritis,  namely,  the  osteo-arthritic, 
and  synovial  and  periarticular,  each  produced  experimentally 
from  the  respective  conditions  in  man.  Doubtless  these  two 
types  merge  into  one  another,  but  it  can  hardly  fail  that  these 
results  must  in  the  future  throw  light  upon  rheumatoid 
arthritis.  There  is  one  point  of  clinical  interest  which  con- 
cerns the  occurrence  of  a  monarthritis,  a  condition  which 
some  have  found  difficult  to  reconcile  with  an  infective  agent : 
a  glance  through  the  microscope  at  the  exudation  from  Mr. 
Page's  case  (a  monarthritis),  and  the  evidence  of  this  experi- 
mental osteo-arthritis — produced  not  by  an  injection  into  the 
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DESCRIPTION  OF  PLATE  IX. 
To  illustrate  Mr.  Page's  two  cases  of  Arthritis  of  the  Knee. 

A  film  of  the  exudation  removed  by  Mr.  Page  from  the  knee-joint 
of  Case  2. 

There  are  many  minute  diplococci  arranged  in  short  chains  and  in 
masses  lying  in  a  fibrino-cellular  network. 

The  especial  features  of  interest  are — 

1.  The  great  number  of  diplococci  that  were  present  in  the 

exudation. 

2.  The  grouping  of  diplococci  in  masses. 

3.  The  minute  size  of  the  diplococci. 

The  diplococcus  was  morphologically  and  in  culture  indistinguish- 
able from  the  diplococcus  of  rheumatic  fever. 
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joint,  but  by  an  injection  into  the  general  circulation, — must, 
we  believe,  make  us  very  cautious  in  separating-  at  the  bedside 
cases  of  monarthritis,  however  chronic,  from  the  multiple 
joint  infections. 

It  is  unfortunate  that  at  the  time  when  we  investigated 
Mr.  Page's  case  we  had  not  adopted  the  plan  of  preserving  the 
joint  exudations  in  sterilised  pipettes,  for  the  peculiar  viscid 
exudation  that  we  found  in  the  joints  of  the  rabbits  is  a  point 
of  much  clinical  interest.  Triboulet  has  clearly  demonstrated 
that  such  exudations  in  man  may  give  rise  to  perfect  fluctua- 
tion, yet  no  fluid  be  withdrawn  on  aspiration ;  and  this 
particular  type  of  viscid  exudation  may  be  an  important  indi- 
cation of  a  commencing  chronic  arthritis. 

Finally,  the  last  and  most  difficult  clinical  problem  is  the 
respective  parts  that  must  be  assigned  to  the  infective  agent 
and  the  tissue  resistance  in  these  various  types  of  arthritis. 
The  clinician  will  possibly  give  the  second  place  to  the  micro- 
organism, the  bacteriologist,  perhaps,  will  do  the  reverse  ;  but 
the  occurrence  in  these  rabbits  of  various  types  of  arthritis 
produced  by  diplococci,  morphologically  and  culturally  in- 
distinguishable, but  isolated  from  various  types  of  arthritis  in 
man,  should  make  us  cautious  in  arriving  at  any  hasty  conclu- 
sion upon  this  point. 
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XVI. —  .1  case  of  MdJipHiiit  EnOocarJifis  i/irinr/  WiihiVs 
Reaction.  By  AV.'Hale  White,  M.D.'.  and  W.  C.  C. 
Pakes.     Read  March  14,  1902. 

J  AXE  M.,  {Bt.  17,  was  admitted  into  Guv's  Hospital  under 
Dr.  Hale  AVliite  on  June  6,  1901.  She  had  suffered  for 
some  time  from  ansemia;  she  had  never  had  rheumatic  fever, 
chorea,  or  scarlet  fever.  She  Avas  comparatively  well  till 
June  1,  when  she  felt  "  out  of  sorts,"  and  she  had  gradually 
been  getting  more  ill  since  then.  On  arrival  at  the  hospital 
it  was  found  tliat  her  temperature  Avas  108°,  pulse  120,  and 
she  was  obviously  ill.  There  Avas  slight  oedema  of  both  legs; 
the  cardiac  impulse  Avas  one  inch  external  to  the  nipple,  and 
there  Avas  a  murmur  indicatiA'e  of  mitral  regurgitation.  It 
Avas  thought  that  she  had  malignant  endocarditis.  She  Avas 
so  anajmic  that  the  possibility  of  some  primary  form  of  antemia 
Avas  discussed,  but  the  examination  of  the  blood  did  not  sup- 
port this  A'iew,  and  the  ophthalmoscope  showed  the  fundus  to 
be  healthy.  IVphoid  fcA'er  Avas  also  thought  of,  especially  as 
the  spleen  Avas  enlarged,  but  there  Avere  no  spots. 

There  Avas  no  alteration  of  symptoms  until  September  9. 
From  admission  till  then  she  lay  in  bed,  obviously  A'ery  ill, 
with  irregular  j^yrexia,  the  temperature  usually  ranging  about 
102°  and  10o°.  Her  pulse  Avas  rapid,  she  became  more  and 
more  anasmic  and  gradually  Aveaker.  The  murmur  was 
unaltered,  and  it  Avas  soon  clear  that  Ave  had  to  deal  Avith  a 
case  of  malignant  endocarditis. 

Three  different  strains  of  antistreptococcic  serum  Avere 
tried,  and  the  trial  of  each  Avas  at  least  a  Aveek,  but  none  had 
any  effect  on  the  course  of  the  disease ;  therefore  the  use  of 
the  serum  Avas  discontinued. 

On  September  9  she  became  hemiplegic  on  the  left  side  of 
the  body  ;  from  this  date  she  rapidly-  became  Avorse,  and  she 
died  on  September  13. 

The  post-mortem,  made  on  September  14,  shoAved  malignant 
endocarditis  of  the  mitral  A'ah'e,  Avith  softening  of  the  right 
central  ganglia  of  the  brain.  The  spleen  Avas  soft  and  large. 
The  rest  of  the  body  Avas  healthy. 

We  do  not  record  this  case  on  account  of  the  symptoms, 
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for  it  Avas  a  strai_a'htfoi'wai*d  example  of  malignant  endo- 
carditis terminating-  in  ansnalwa}';  nor  on  account  of  the 
failure  of  antistreptococcic  serum  to  control  the  disease, 
although,  as  will  be  mentioned  directly,  streptococci  "were 
easily  found  in  the  blood.  It  will  be  noticed  that  antistrep- 
tococcic serum  from  three  different  sources  Avas  tried,  for  it 
is  possible  that  clinically  sometimes  one  strain  may  be  effective 
when  another  is  not,  but  none  Avere  of  benefit ;  and  this 
accords  with  our  previous  expei'ience  that  very  little  reliance 
can  be  placed  on  antistreptococcic  serum  in  this  disease. 
But  the  case  is  recorded  on  account  of  the  bacteriological 
findings,  and  because  of  their  great  clinical  interest. 


The  following  is  the  account  of  the  bacteriological  exa- 
mination undertaken  in  connection  with  this  case  : 

0)1  June  10  a  specimen  of  the  blood  taken  from  the  ear 
was  examined  for  ag-oiutination.  It  was  tested  with  the  strain 
of  the  B.  typhi  ahdominalis  in  the  Guy's  Hospital  laboratory 
known  as  "  A,''  but  failed  to  show  agglutination,  even  in  a 
strength  of  1  in  2. 

On  June  21  specimens  of  blood  from  the  ear  were  examined, 
first  for  agglutination  and  secondly  for  streptococci.  Agglu- 
tination was  produced  with  strain  "  A  "  when  the  serum  was 
in  a  strength  of  1  in  2  and  1  in  20,  but  was  not  produced  in  a 
strength  of  1  in  200. 

One  specimen  of  blood,  containing  about  i  c.c.j  was 
collected  in  a  pipette,  and  about  1  c.c.  of  sterile  broth 
was  added  to  it,  the  whole  being  incubated  at  37°  C.  for 
twenty-four  hours.  At  the  end  of  this  time  microscopic 
examination  showed  that  there  Avas  a  luxuriant  growth  of 
streptococci.  Subcultures  on  A'arious  media  shoAved  that  this 
organism  conformed  to  the  description  of  the  Streptococcus 
longus,  and  that   no  other  organism  Avas  present. 

On  June  29  a  catheter  specimen  of  the  urine  Avas  obtained 
under  strictly  aseptic  precautions,  and  examinations  and 
cultures  Avere  made.  The  microscopic  examination  revealed 
the  presence  of  tAvo  organisms,  one  a  motile  bacillus  and  the 
other  a  streptococcus.  Agar  plates  Avere  made  directly  from 
the  urine,  and  the  two  organisms  isolated.  The  streptococcus 
upon  subculture  proA'ed  to  giA'e  identical  reactions  Avith  that 
isolated  from  the  blood  on  June  21.  The  bacillus  belonged 
to  the  paracolon  group,  clotting  milk  in  three  days.  Every 
attempt  to  isolate  the  B.  typhi  abdominalis  failed,  and  Ave  feel 
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sure  that  there  were  ouly  the  two  above-mentioned  organisms 
present. 

On  July  7  further  samples  of  blood  Avere  obtained  from 
the  ear,  and  Avere  treated  exactly  as  Avere  those  collected  upon 
June  21.  In  the  4-  c.c.  of  blood  no  streptococci  could  be 
found. 

The  agglutination  test  was  tried  AA'ith  fiA'e  strains  of  the 
B.  tijphi  ahdominalis,  named  respectiA'ely  ''A,"  "3/^  "4/' 
"  o,"  and  "  Firth.'^  The  result  of  this  examination  is  tabulated 
hereunder  : 

Serum,  5  per  Serum,  0'5  per 

Strain  of  bacillus.       cent.  (1  in  20).         cent.  (1  in  200). 

A  +  f 

3  +  0 
8                               +  0 

4  +  0 

5  +  0 
Firth                             0  0 

(The  sign  +  means  that  there  w'as  complete  agglutination 

AA'ithin  half  an  hour ;    ~^  means  that  there  AA'as  a  partial  reaction 

AA'ithin  half  an  hour,  i.  e.  many  individual  bacilli  Avere  free  in 
the  fluid,  although  there  were  many  clumps  of  motionless 
bacilli ;  0  means  that  there  AA^as  no  effect  upon  the  bacilli.) 

It  Avill  therefore  be  seen  that  in  a  strength  of  1  in  20  four 
out  of  five  different  strains  of  the  B.  typhi  abdominal  is  Avere 
agglutinated  by  the  serum  of  this  patient. 

On  September  13  the  patient  died,  and  the  post-mortem 
examination  Avas  made  on  the  14th. 

Examinations  were  made  of  the  blood  from  the  right  and 
left  A'entricles  and  of  the  spleen. 

From  the  blood  collected  from  the  A'entricles  the  Strepto- 
coccus lougus  Avas  obtained  in  pure  culture. 

From  the  spleen  the  same  streptococcus  Avas  isolated,  and 
the  B.  coli  communis.  All  attempts  to  isolate  the  B.  typjlii 
ahdominalis,  hoAveA'er,  failed. 

Thus  the  only  evidence  that  the  case  Avas  one  of  enteric 
fever  Avas  that  the  patient's  serum  reacted  with  four  different 
strains  of  B.  typjlii  abdomiitalis  during  one  period  of  the 
disease. 

The  fact  that  on  the  first  occasion  the  serum  gave  no 
reaction.,  and  that  on  a  subsequent  occasion  a  reaction  Avas 
obtained,  suggested    that    the    patient  might  have  acquired 
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typhoid  fever  subsequent  to,  and  in  addition  to  her  malig- 
nant endocarditis  ;  but  it  Avill  be  noticed  that  examination  of 
the  urine  during-  life,  and  of  the  blood  of  the  spleen  after 
death,  negatived  this  view,  nor  Avere  any  spots  ever  seen, 
nor  were  there  any  indications  of  healed  typhoid  ulcers  in  the 
intestine.  It  is  well  known  that  patients  may  have  typhoid 
fever  without  intestinal  ulceration  and  without  spots,  but  in 
the  face  of  the  negative  examination  of  both  blood  from  the 
spleen  and  urine  there  is,  Ave  consider,  no  doubt  Avhatever  that 
this  patient  had  not  had  typhoid  fever. 

Thus  Ave  haA^e  an  undoubted  case  of  a  patient  suffering 
solely  from  malignant  endocarditis  of  streptococcal  origin,  and 
yet,  during  the  progress  of  the  disease,  she  cleA'eloped  in  her 
blood-serum  certain  substances  Avhich  had  the  poAver  of — in  a 
strength  of  1  in  20 — agglutinating  the  B.  typhi  ahdominalis. 
This  is  of  considerable  importance,  not  only  in  considering  in 
any  case  the  diagnosis  betAveen  malignant  endocarditis  and 
typhoid  fever,  but  also  because  one  of  us  has  examined 
many  cases  of  ulceratiA-e  endocarditis  and,  like  many  authors 
AA'ho  have  published  their  results,  has  hitherto  failed  to  ob- 
tain a  Widal  reaction  in  this  disease. 

Before  leaving  the  subject  Ave  Avould  point  out  that  the 
presence  of  the  Widal  reaction  in  this  case  cannot  be  due  to 
the  fact  that  the  patient  had  had  typhoid  fever  at  some  time 
previous  to  her  coming  to  Guy's  Hospital,  for  she  did  not 
g'iA'e  the  reaction  Avhen  first  admitted. 
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XVII. — A  rasp    of  Acute    Parah/tic   Dilatation   of  the 
Stomach.    Bv  A.  E.  Sears.     Bead  March  1-i,  1902. 

rpHE  following  is  an  account  of  an  illness  which  occun-ed  in 
J-  the  early  part  of  last  year,  and  which  confined  me  to  bed 
for  a  period  extending  over  two  months. 

The  course  of  the  illness  may  be  divided  into  three 
periods : 

1.  The  onset  and  period  of  intermittent  fever  with  faecal 
accumulation,  constipation,  and  loss  of  flesh. 

2.  The  period  of  phlebitis  of  the  left  leg  and  iliac  region 
with  continued  loss  of  flesh. 

3.  The  acute  dilatation  of  the  stomach  and  subsequent 
recovery. 

Family  and  personal  history  present  no  points  of  interest, 
but  it  may  be  mentioned  that  I  have  never  at  any  time  of  my 
life  suffered  from  dyspepsia  or  constipation  of  a  chronic 
character. 

The  onset  of  the  illness  occurred  insidiously,  during  the 
last  two  or  three  Aveeks  in  January  ;  a  feeling  of  malaise  and 
occasional  shivering  fits  in  the  afternoon,  with  some  profuse 
jjerspiration  at  night,  made  me  take  to  my  bed  on  February  4, 
Avhen  my  temperature  was  found  to  be  102"4°, 

My  two  partners,  Dr.  Walter  Kidd  and  Dr.  Mackern,  on 
the  following  day  made  a  very  thorough  examination,  but 
beyond  the  rise  of  temperature  nothing  abnormal  was  found. 
The  chest  was  free  from  adventitious  sounds,  there  was  a 
complete  absence  of  any  abdominal  tenderness  or  distension, 
the  spleen  Avas  not  enlarged,  nor  were  there  any  typhoid 
spots.  The  urine  was  high-coloured,  and  contained  a  small 
deposit  of  urates. 

From  February  4  until  the  17th  of  that  month  the 
temperature  was  of  an  intermittent  character,  rising  from 
normal  in  the  morning  to  102° — 103°  during  the  afternoon. 

The  condition  during  these  two  weeks  Avas  one  of  com- 
parative comfort  from  the  early  morning  until  midday,  after 
which  time  pyrexial  pains  in  the  limbs  and  head  commenced, 
and  a  feeling  of  chilness  followed,  Avith  occasional  delirium, 
Avhich  continued  until  fiA^e  in  the  evening  or  later,  AAdien  the 
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temperature  seemed  to  have  reached  its  maximum  and  pro- 
fuse perspiration  accompanied  the  decline  of  the  fever.  The 
motions  were  very  constipated,  and  there  was  evidently 
an  accumulation  of  ftecal  matter  in  the  lower  bowel,  thoug-h 
this  could  not  be  definitely  felt  throuiJch  the  abdominal  wall. 

A  variety  of  purgatives  were  administered,  and  the  result- 
ing actions  varied  considerably  in  quantity  and  in  character ; 
at  one  time  a  copious,  dark-coloured,  and  offensive  motion 
would  be  passed,  as  if  it  had  lain  in  the  bowel  for  some  con- 
siderable period,  while  at  other  times  only  a  very  small  con- 
stipated and  light-coloured  motion  would  result. 

The  diet  at  this  time  consisted  almost  entirely  of  milk  and 
beef  tea. 

Although  there  Avas  progressive  loss  of  flesh  and  strength, 
yet  no  other  signs  or  symptoms  were  noticed  until  the  second 
stage  of  the  illness  occurred,  viz.  the  phlebitis,  the  first  indi- 
cation of  this  being  a  pain  in  the  left  groin  which  occurred 
Avhen  at  stool.  Pain  and  extreme  tenderness  to  touch 
became  rapidly  worse,  and  spread  gradually  down  the  thigh 
to  the  foot  and  also  up  into  the  left  iliac  region. 

At  this  time,  although  the  superficial  veins  Avere  acutely 
tender,  and  could  be  distinctly  seen  and  traced  down  the  leg, 
yet  there  was  hardly  any  swelling,  and  certainly  no  oedema  of 
the  parts,  and  it  may  be  of  interest  here  to  state  that  oedema 
of  the  leg  did  not  occur  until  convalescence  had  commenced. 
The  painful  period  of  the  phlebitis  lasted  about  another  two 
Aveeks,  during  Avliich  time  the  temperature  became  somewhat 
irregular,  but  commenced  to  descend  at  the  end  of  ten  days, 
and  fell  to  below  normal  on  March  1. 

The  condition  of  the  bowels  had  improved,  although  occa- 
sional large  and  offensive  motions  Avere  passed. 

The  diet  noAv  consisted  of  milk,  eggs  and  milk,  Benger's 
food,  and  beef  tea,  with  small  doses  of  brandy,  but  in  spite  of 
the  increased  amount  of  food  loss  of  flesh  and  strength 
continued,  and  especially  so  toAvard  the  latter  part  of  these 
tAvo  Aveeks. 

As  no  discomfort  Avas  experienced  after  food  the  diet  was 
further  increased  by  the  addition  of  a  lightly  poached  egg. 

Having  noAv  arrived  at  the  third  stage  of  the  illness,  viz. 
the  acute  dilatation  of  the  stomach,  I  Avill  endeavour  to  give 
the  history  of  its  onset  and  course  as  fully  as  possible. 

It  has  already  been  mentioned  that  no  discomfort  Avas 
experienced  after  the  increased  diet  on  March  3  and  4,  and 
on  the  folloAving  day  two  poached   eggs  Avere   alloAved^  but 
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after  this  meal  digestion  did  not  seem  to  take  place  so  easily 
as  on  the  previous  occasions. 

The  feeling-  of  nausea  and  discomfort  soon  g-ave  place  to  a 
dull  and  continuous  pain  in  the  epigastrium,  the  abdomen 
became  distended,  and  as  no  relief  was  experienced  by  way 
of  the  mouth  or  rectum  the  diet  Avas  reduced  to  small 
quantities  of  milk  and  beef-tea. 

On  the  following  day  the  symptoms  increased  in  severity, 
and  on  palpation  of  the  abdomen  there  was  some  splashing  in 
the  region  of  the  umbilicu.s,  which  was  then  considered  to  be 
due  to  fluid  in  the  bowel.  The  note  on  percussion  over  the 
abdomen  varied,  but  in  no  position  except  in  the  ejDigastric 
region  was  it  of  a  tym^Danitic  quality. 

The  general  and  local  conditions  liecame  worse,  and  with 
an  increase  of  pain  came  an  increase  of  distension,  which  now 
seemed  to  have  invaded  the  whole  of  the  abdomen,  and  though 
several  enemas  of  soap  and  water  were  administered  the 
distension  progressed. 

To  these  symptoms  were  added  a  feeling  of  intense  nausea 
with  distress,  and  later  thirst,  to  relieve  which  a  small  quantity 
of  cold  water  was  taken,  but  this  seemed  to  aggravate  all  the 
troubles  and  to  cause,  in  addition,  acute  stabbing  pains  in  the 
left  hypochondriac  and  lumbar  regions. 

From  this  time  until  the  evening  the  symptoms  increased 
in  severity,  when  a  condition  of  collapse  occurred,  the  tempe- 
rature falling  to  97°,  and  the  pulse  becoming  very  soft  and 
running  in  character. 

The  abdomen  by  this  time  was  greatly  distended,  espe- 
cially in  the  epigastric  region,  and  a  splashing  sound  could 
be  elicited  from  any  part  between  the  ensif orm  cartilage  and 
pubes,  and  on  percussion  a  dull  note  was  obtained  below  the 
level  of  the  umbilicus,  above  which  it  was  tympanitic.  The 
whole  surface  of  the  abdomen  was  uniformly  distended,  and 
no  peristaltic  waves  were  observed. 

During  the  day  and,  in  fact,  for  forty-eight  hours,  very 
little  nourishment  had  been  taken,  certainly  the  quantity  did 
not  exceed  15  oz.  in  all. 

Several  unsuccessful  attempts  at  vomiting  had  been  made 
at  different  times,  but  the  stomach  seemed  quite  unable  to 
relieve  itself  by  this  route,  and  after  a  final  attempt  had  been 
made  in  the  knee  and  elbow  position,  it  was  decided  to 
withdraw  the  contents  by  the  stomach-tube. 

A  Jaques'  Xo.  18  oesophageal  tube  was  accordingly  passed, 
and  three  cpiarts  of  fluid  Avere  syphoned  away. 
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Immediate  relief  was  experienced ;  tlie  intense  pain  in  the 
small  of  the  back,  and  the  dull,  heavy,  di'ag'g"ing'  pain  in  the 
ahdomen  vanished  with  the  removal  of  the  finid. 

The  contents  of  the  stomach,  which,  as  has  already  been 
mentioned,  measured  three  quarts,  consisted  of  a  dark  green 
sour-smelling  fluid,  with  a  lai'ge  quantity  of  mucus  and  a 
small  sediment  of  much  the  same  character  as  that  found  in 
beef  tea. 

On  examination  of  the  abdomen  soon  after,  the  stomach 
by  percussion  was  found  to  have  receded  to  a  point  about 
three  fingers'  breadth  below  the  level  of  the  umbilicus,  and 
the  succussion  splash  could  not  be  elicited. 

The  treatment  adopted  consisted  of  4-oz.  nutrient  enemas 
with  brandy  alternating  witli  5  oz.  warm  saline  solution  and 
a  hypodermic  injection  of  gr.  -jL  of  strychnine  every  four 
hours.  All  feeding  by  the  mouth  Avas  discontinued  for 
twentj'-four  hours,  but  after  that  time  a  teaspoonful  of  equal 
parts  of  beef-juice  and  water  were  given  every  half-hour. 

The  amount  of  urine  passed  diminished  considerably 
during  the  period  of  dilatation,  but  there  was  never  a  com- 
plete suppression. 

There  was  no  action  of  the  bowels  for  five  da3^s,  the 
copious  water  enemas  which  were  given  for  this  purpose 
being  often  entirely  retained. 

With  the  exception  of  a  very  intense  thirst,  the  comfort- 
able condition  continued  for  three  days,  when  the  early 
symptoms  of  dilatation  again  occurred,  indicated  by  a  feeling- 
of  weight  in  the  epigastrium,  and  an  increase  of  dulness  on 
percussion  with  succussion  splash,  and  the  stomach  was  again 
emptied  and  washed  out  with  a  solution  of  hyposulphite  of 
soda.  At  the  end  of  another  four  days  this  process  Avas 
again  repeated,  and  the  general  condition  had  so  improved 
by  this  time  that  it  was  decided  to  pass  the  oesophageal 
tube  every  day.  The  daily  emptying  and  lavage  Avere 
attended  Avith  most  beneficial  results,  for  the  primary  with- 
draAval  of  fluid,  Avhich  consisted  entirely  of  stomach  contents, 
decreased  rapidly,  and  the  colour,  odour,  and  amount  of 
dehris  diminished  in  proportion.  The  diet  by  noAv  consisted 
almost  entirely  of  pulped  beefsteak,  cream,  and  small 
quantities  of  brandy  and  Avater,  and  at  the  end  of  another 
Aveek  it  was  deemed  only  necessary  to  Avash  the  stomach 
out  on  alternate  days. 

A  temporary  disturbance  later  Avas  caused  by  some 
seakale  Avhich  had  been  taken  Avitli  the  pulped  meat,  but  this 
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was  at  once  relieved  by  washing  out  immediately.  The  only 
return  of  the  acute  dilatation  followed  the  trial  of  some  un- 
pulped  meat  at  the  end  of  the  third  week  in  March,  some  two 
and  a  half  weeks  from  the  commencement  of  this  stage  of  the 
illness,  and  in  this  case  the  stomach  was  not  washed  out  until 
sixteen  hours  after  the  meal  had  been  swalloAved,  as  the 
symptoms  were  not  very  distressing. 

The  result  of  this  lavage  showed  that  the  meat  had  been 
very  little  altered  during  its  sta}-  in  the  stomach,  but  it  Avas 
evident  that  it  had  caused  some  irritation,  as  discomfort  and 
a  degree  of  dilatation  followed  the  ingestion  of  any  food,  and 
it  was  found  desirable  to  discontinue  all  nourishment  and 
fluid  by  the  mouth  for  thirty-six  hours,  during  which  time 
thirst  became  almost  intolerable. 

At  the  conclusion  of  this  fast  the  contents  withdrawn 
from  the  stomach  measured  over  two  and  a  half  pints  of  a 
dark  green  coloured  fluid  presenting  much  the  same  cha- 
racters as  before. 

For  a  week  or  more  the  tube  was  passed  daily,  but  at  the 
end  of  that  time  the  general  and  local  conditions  improved 
so  rapidly  that  before  long  its  use  was  entirely  discarded^ 
and  a  change  to  the  sea-side  completed  the  cure. 

Reinarhs. — Up  to  the  present  time  fifty-two  cases  of  this 
disease  have  been  collected.  In  1898  Box  and  Wallace  re- 
ported a  series  of  twenty-three  cases  to  this  Society,  which  are 
incorporated  in  vol.  xxxi  of  the  Transactions.  Eighteen 
of  these  ended  fatally,  and  out  of  the  remaining  five  Avliich 
recovered  three  do  not  appear  to  have  been  of  a  very  serious 
character. 

Quite  lately  Campbell  Thomson,  in  a  paper  read  before 
the  Eoyal  Medical  and  Chirurgical  Society,  added  to  the 
collection  just  mentioned  another  twenty-nine  cases,  making 
in  all  fifty-two. 

Of  these  forty-four  were  fatal;  of  the  remaining  eight  which 
recovered  mention  has  been  made  of  five.  In  the  additional 
three  acute  dilatation  occurred  in  two  after  operation,  par- 
ticulars of  which  are  to  be  found  in  Mayo  Robson  and 
Moynihan's  work  on  Diseases  of  the  Stomach  and  their 
Surgical  Treatment,  and  the  other  case  was  reported  in  the 
Philadelphia  Medical  Journal  of  March,  1901;  in  this  case 
acute  dilatation  followed  an  indiscretion  of  diet  in  a  man 
ast.  41.  In  this  instance  the  abdomen  was  opened  and  the 
stomach  punctured  and  drained. 

A  desrree    of   interest   is    attached  to  the   case  Avhich   I 
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have  just  read  by  the  absence  of  vomitiiio-,  whicli  in  all 
previously  reported  cases,  whether  ending  fatally  or  other- 
wise, was  a  constant  symptom,  and  in  the  majority  a  veiy 
distressing  and  important  one.  In  the  account  of  the  fifty- 
two  cases  vomiting,  generally  profuse  and  persistent,  was 
certainly  present  in  thirty-four,  in  one  other  case  it  was 
described  as  slight,  and  in  the  remaining  seventeen  there  is 
no  mention  of  this  symptom,  but  it  most  probably  was 
present.  In  my  case  vomiting  Avas  never  present,  nor  was  it 
ever  possible  to  relieve  the  stomach  in  this  way ;  it  should  be 
remembered  that  the  condition  of  the  body  then  was  one  of 
extreme  emaciation,  and  the  abdominal,  like  the  other  muscles,^ 
were  very  wasted. 

The  nature  and  cause  of  the  period  of  intermittent  fever 
in  the  first  stage  of  the  illness  has  not  yet  been  satisfactorily 
explained.  The  diagnosis  at  the  time  rested  between  influenza, 
which  was  then  very  prevalent  in  the  neighbourhood,  and  a 
septic  absorption  from  the  faecal  accumulation. 

The  possibility  of  typhoid  fever  cannot  be  absolutely 
excluded,  but,  Avith  the  exception  of  the  temperature,  it  was 
considered  that  there  were  not  sufficient  signs  or  symptoms 
to  Avarrant  the  diagnosis,  but  I  much  regret  that  I  did  not 
submit  the  blood  to  Widal's  test.  The  occurrence  of  phlebitis 
may  seem  to  support  the  diagnosis  of  typhoid,  but  it  has  also 
been  suggested  that  the  inflammation  of  the  veins  Avas  due  to 
the  accumulation  of  ftecal  matter  in  the  boAvel. 

A  case  recorded  by  Schult,  and  Avhich  ended  fatally,  bears 
many  points  of  resemblance  to  mine.  It  is  reported  as 
folloAvs  : 

The  patient  Avas  a  young  Avoman  Avho,  having  been  pre- 
viously strong  and  healthy,  Avas  taken  Avith  a  vague  fever  in 
August,  Avhich  resisted  treatment  and  reduced  her  to  a 
condition  of  extreme  emaciation.  The  temperature  became 
normal  in  No\'ember,  but  the  marasmus  Avas  still  extreme. 
With  careful  feeding  and  nursing  she  improA'ed  steadily. 
After  two  Aveeks  she  took  food  Avith  relish,  and  had  no  pain 
or  nausea. 

In  December,  some  three  Aveeks  later,  she  complained  of  an 
intense  abdominal  pain,  and  cominenced  to  Aomit,  and  the 
vomiting  persisted  until  death,  Avhich  took  place  three  days 
later. 

The  post-mortem  examination  showed  an  enormously  dis- 
tended stomach. 

It  may  be  remarked  that  in  this  case  visible  peristalsis 
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of  the  stomach  was  noted,  a  condition,  I  believe,  not  before 
or  since  obsei'ved  in  cases  of  acute  dilatation. 

Several  causes  have  been  assigned  by  various  writers  to 
account  for  the  dilatation.  By  some  the  excessive  secretion 
has  been  thought  to  be  the  primary  factor,  and  this  view  was 
probably  held  by  Fagge,  who  reported  the  first  four  cases  in 
the  Guy's  Hospital  Reports  for  1873. 

A  spasmodic  contraction  of  the  pylorus  has  been  suggested, 
but  has  not  found  much  favour. 

Another  theory  is  that  of  a  mechanical  obstruction,  caused 
by  constriction  of  the  intestine  by  the  superior  mesenteric 
arter3^ 

Ao-ain,  others  have  considered  that  the  most  probable 
explanation  is  a  primaiy  paralytic  condition  of  the  stomach 
Avails,  and  later,  that  the  distended  organ  cannot  discharge 
its  contents  into  the  intestines  on  account  of  the  actual 
pressure  which  it  exerts  on  a  particular  portion  of  the 
duodenum. 

These  theories  have  been  fully  discussed  in  the  paper  by 
Campbell  Thomson  which  has  been  previously  mentioned, 
and  though  I  naturally  do  not  feel  competent  to  express  an 
opinion  of  any  worth  on  them,  yet  I  would  suggest  that  in 
my  case  it  appears  probable  that  some  septic  condition  of  the 
bowel  may  have  produced  toxins  which,  acting  generally  on 
the  nervous  system,  and  more  particularly  on  the  nerves  of 
the  stomach,  caused  a  condition  of  gastric  atony,  and  that  it 
only  needed  the  introduction  of  some  indigestible  article  of 
food  to  start  the  dilating  process. 

And  I  would  further  suggest  that  the  secretion  occurred 
with  the  dilatation,  and  later  the  excessive  amount  of  the 
secretion  favoured  and  advanced  the  dilatation. 

May  I  finally  add  a  few  words  on  a  portion  of  the  subject 
upon  which  I  can  speak  with  more  knowledge  and  confidence, 
viz.  the  treatment  ? 

This  resolves  itself  mainly  into  (1)  removal  of  the 
excessive  secretion,  and  (2)  introduction  of  a  suitable  form 
of  nourishment. 

As  regards  the  latter,  rectal  feeding  may  be  necessar}^  for 
a  short  period  at  first,  though  there  is  the  danger  that  the 
bowel  Avill  not  tolerate,  even  if  it  absorbs  this  form  of 
nourishment.  Pulped  meat,  i.  e.  meat  thoroughl}'  minced 
and.  passed  through  a  wire  sieve,  agreed  most  perfectly  in  my 
case  ;  large  quantities  of  this  could  be  taken  with  ease  and 
comfort    when    the    stomach  was  unable  to  digest  anything 
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else,  and  it  seemed  to  be  almost  com})letely  absorbed  from 
the  first,  judging  from  the  stomach  Avashings  and  also  by  the 
progress  which  was  made  when  the  diet  consisted  solely  of 
this. 

Certainly  li([uids  should  ])e  reduced  to  the  smallest  possible 
quantity,  and  the  thirst  (which  was  a  very  distressing  sym- 
ptom in  my  case)  relieved  by  warm  saline  rectal  injections 
and  small  drinks  of  very  hot  water.  The  water  should  be  as 
hot  as  can  be  swallowed,  it  then  having  the  double  advantage 
of  being  more  satisfying  and  not  so  quickly  consumed.  Beef 
juices  and  meat  extracts  increased  the  thirst,  and  did  not 
seem  to  be  well  tolerated. 

Subcutaneous  injections  of  strychnine  are  very  useful,  and 
this  form  of  medication  seems  to  be  the  only  available  one. 
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XVIII. — Further  Report  upon  a  Case  of  Lijmpliarlenoma 
with  Growths  in  the  Shin.  By  Lee  Dickinson,  M.D., 
and  W.  J.  Fenton,  M.B.     Read  March  14,  1902. 

AT  the  meeting  of  tliis  Society  on  April  26,  1901,  a  boy 
set.  16  Avas  shown  as  a  case  of  general  lymphadenoma 
with  secondary  growths  in  the  skin,  a  short  account  of  whom 
will  be  found  in  vol.  xxxiv  Clinical  Transactions,  p.  246. 
Some  difference  of  opinion  as  to  the  true  nature  of  the  case 
was  expressed,  and  a  further  report  as  to  its  progress  was 
asked  for.  Unfortunately  there  is  not  much  to  add  to  the 
clinical  account  previously  given,  and  the  report  now  furnished 
is  mainly  concerned  Avith  the  post-mortem  appearances.  The 
suggestion  of  antisyphilitic  treatment  was  adopted,  in  the 
form  of  iodide  of  potassium,  without,  however,  any  beneficial 
effect. 

The  boy  remained  fairly  active  for  a  time,  but  several 
weeks  before  his  death  he  became  bedridden  owing  to  pro- 
gressive anaemia,  emaciation,  and  abdominal  enlargement.  A 
blood-count  at  the  middle  of  June  showed  1,200,000  red  and 
33,200  white  cells  per  cm. ;  no  relative  increase  of  lyilipho- 
cytes  and  no  myelocytes. 

No  great  change  occurred  in  the  lymphatic  glands  in  the 
neck,  axilla,  or  groins,  and  the  only  change  in  the  skin 
growths  was  a  sluggish  further  involution.  During  June  and 
July  the  liver  and  spleen  enlarged  rapidly ;  ascites  came  on, 
together  with  cedema  of  the  scrotum  and  lower  extremities, 
and  on  several  occasions  the  abdomen  had  to  be  tapped.  The 
temperature  became  increasingly  irregular,  generally  showing 
a  difference  of  two  degrees  between  morning  and  evening, 
and  occasionally  reaching  102°  in  the  evening. 

Cerebral  symptoms  were  entirely  absent,  and  death  resulted 
from  exhaustion  on  August  10. 

At  the  post-mortem  examination  the  most  important  morbid 
appearances  were  as  follows  : 

Body  extremely  emaciated. 

In  the  skin  of  right  pectoral  region  were  four  yellowish 
tuberculated  areas  varying  in  size  from  that  of  a  sixpence  to 
that  of  a  florin. 

Moderate  oedema  of  lower  extremities ;  abdomen  distended 
with  clear  ascitic  fluid. 
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Lymphatic  glands. — In  addition  to  the  enlaro-ement  of  the 
cervical,  occipital,  axillary,,  and  inguinal  groups  which  had 
been  obvious  during  life,  the  pelvic  and  lumbar  glands  were 
found  to  be  greatly  affected.  They  varied  in  size  from  a 
marble  to  a  pigeon's  e^g,  and  were  embedded  in  well-formed 
fibrous  tissue,  by  which  the  great  vessels  were  surrouiided  if 
not  compressed.  On  section  these  glands  were  firm,  pale,  and 
homogeneous,  and  neither  here  nor  elsewhere  was  there  the 
slightest  sign  of  suppuration  or  caseation.  The  mesenteric 
glands  were  distinctly  enlarged,  but  somewhat  softer  and 
more  vascular  than  the  lumbar;  those  in  the  portal  fissure 
Avere  not  enlarged.  In  the  anterior  mediastinum,  at  the  point 
of  reflection  of  the  pericardium  from  the  base  of  the  heart,  the 
glands  formed  a  firm  mass  of  growth,  but  the  site  of  the 
thymus  body  was  normal. 

The  spleen  was  five  or  six  times  the  natural  size,  and 
weighed  1  lb.  9  oz.  It  contained  numerous  masses  of  growth 
scattered  throughout,  of  rather  lighter  colour  than  the  splenic 
pulp,  but  for  the  most  part  reddish  rather  than  yellow  or 
white.     The  typical  "  hardbake  "  appearance  was  absent. 

Liver  large,  weighing  4  lbs.  5  oz.,  firm  and  pale,  but  not 
otherwise  abnormal  to  the  naked  eye.  The  other  abdominal 
organs  call  for  no  remark. 

In  the  thorax  was  a  mass  of  firm,  whitish  growth,  as  large 
as  a  Avalnut,  springing  from  the  periosteum  of  the  left  fourth 
rib,  close  to  the  spine.  The  lungs  were  free  from  any  sign  of 
tubercle  or  morlj4d  deposit,  and  the  heart  Avas  healthy  except 
for  slight  dilatation  of  its  cavities. 

In  the  cranial  cavity,  attached  to  the  inner  surface  of  the 
dura  mater,  were  three  small  growths  of  similar  character  to 
that  on  the  rib,  one  in  the  right  middle  fossa,  one  at  the 
vertex  near  the  longitudinal  sinus,  and  one  at  the  junction 
of  the  tentorium  and  falx  cei'ebri. 

The  bones  in  general  were  not  examined,  but  as  the  heads 
of  the  tibite  Avere  slightly  expanded,  and  had  been  tender 
during  life,  a  vertical  section  Avas  made  of  the  left  tibia. 
This  disclosed  three  circumscribed,  yelloAvish,  slig'htly  softened 
areas  in  the  cancellous  tissue— two  in  the  head,  just  above 
and  just  beloAv  the  epiphysial  line  respecti\'ely,  and  one  in  the 
shaft.  The  latter  Avas  at  the  spot  Avhere  a  slight  prominence 
on  the  anterior  surface  of  the  bone  had  been  felt  during  life, 
and  had  given  rise  to  the  suggestion  of  a  syphilitic  node. 

Bacteriological  cultures  from  the  fresh  spleen  and  from 
some    of    the    softer    lymphatic    glands  Avere    taken   by  Dr. 
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Charles   Slater,  and  resulted  in  the  growth  of  streptococci, 
Tvhich,  however,  is  nothing  new. 

All  the  diseased  parts  were  examined  microscopically,  and 
with  the  exception  of  the  liver  they  all  show  the  same  kind  of 
change,  namely,  a  highly  cellular  lymphoid  growth  with  a 
fibrous  reticulum  of  varying  density,  most  dense  in  the  glands 
and  periosteal  growth,  and  least  dense  in  the  bone.  In  the 
spleen  the  coarser  trabecul^e  enclose  areas  of  small  round- 
cells  with  but  an  obscure  reticulum,  but  Avithout  giant-cells 
or  any  sign  of  degeneration. 

Many  lymphatic  glands  and  the  spleen  were  carefully 
stained  for  tubercle  bacilli,  with  a  negative  result. 

When  the  liver  came  to  microscopical  examination  it 
unexpectedly  proved  to  be  decidedly  lardaceous,  both  in 
anatomical  structure  and  in  its  coloration  with  methyl-aniline 
violet.  But  the  important  point  about  the  liver  is  that  one 
of  the  sections  disclosed  a  small  tuberculous  focus,  caseous  in 
the  centre,  Avith  well-formed  giant-cells  at  the  edge,  and  con- 
taining a  few  indisputable  tubercle  bacilli.  This  little  focus 
is  evident  to  the  naked  eye  upon  the  slide,  but  in  the  post- 
mortem room  it  was  probabl}'  just  upon  the  limit  of  naked-eye 
vision;  at  any  rate  it  escaped  detection,  and  there  may  have 
been  others  in  the  liver,  though  certainly  there  were  no  others 
in  the  many  small  portions  preserved  for  the  microscope. 

The  lardaceous  condition  of  the  liver  does  not  seem  to 
have  any  essential  bearing  upon  the  case,  but  is  worth 
remarking,  because  at  one  time  there  existed  some  idea  of  a 
relationship  between  lardaceous  disease  and  lymphadenoma, 
and  when  Sir  Samuel  Wilks  opened  the  discussion  on  lymph- 
adenoma  at  the  Pathological  Society  in  1878  he  suggested  the 
question  of  that  relationship  as  one  of  the  points  for  discus- 
sion. However,  although  lardaceous  disease  was  much 
commoner  then  than  now,  none  of  the  many  contributors  to 
the  debate  even  touched  upon  this  j^oint,  which  is  surely  a 
sufficient  proof  that  there  is  no  real  connection  between 
lardaceous  disease  and  lymphadenoma. 

The  two  great  causes  of  lardaceous  disease  are,  of  course, 
suppuration  and  syphilis,  but  a  third  occasional  cause  seems 
to  be  almost  admitted,  namely,  profound  cachexia  of  different 
origin, — from  malaria,  for  example.  This  patient  escaped  both 
suppuration  and  syphilis,  but  for  some  months  before  death 
he  had  been  in  a  state  of  progressive  enfeeblement  and 
anaemia,  ending-  in  as  profound  a  cachexia  as  ever  results  from 
suppuration,  syphilis,  or  malaria. 
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It  is  to  be  regretted  that  the  final  test  of  tuberculosis, 
inoculation  experiments  upon  guinea-pi o-s,  was  not  employed, 
but  looking  at  the  whole  case — its  clinical  course,  especially 
the  fluctuations  in  the  size  of  the  glands  and  the  remarkable 
involution  of  the  cutaneous  tumours,  the  post-mortem  appear- 
ances, and  the  failure  of  the  microscope  to  find  tubercle  or 
tubercle  bacilli  anywhere  except  in  the  liver, — we  conclude 
that  the  essential  disease  was  lymphadenoma,  and  that  the 
limited  tuberculosis  of  the  liver  was  merely  a  secondary 
infection. 

Of  syphilis  there  was  no  evidence  Avhatever. 

P.S. — Since  the  above  report  Avas  written.  Dr.  F.  W. 
AndreAves  has  most  kindly  examined  our  microscopical 
sections,  and  although,  in  his  own  Avords,  he  giA'es  only  "  a 
tentatiA-e  opinion  on  a  diflicult  case,"  we  feel  that  his  opinion 
is  too  A'aluable  not  to  be  quoted. 

Upon  the  Avhole  Dr.  AndrcAves  confirms  our  A'iew  that  "  the 
case  is  one  of  lymphadenoma  upon  Avhicli  tubercle  has  super- 
vened." The  gland  from  Avhich  Ave  submitted  sections  is 
apparently  "affected  by  the  hard  form  of  lymphadenoma, 
with  much  diffuse  fibrosis  and  endothelial  hyperplasia,  but 
AA'ithout  the  characteristic  large  cells,  Avhich  makes  the 
diagnosis  a  little  uncertain."  He  points  out  that  the  masses 
in  the  dura  mater  and  skin  reproduce  the  characters  of  the 
gland ;  and  that  in  the  spleen,  although  the  fibrosis  reaches 
an  unusual  degree,  here  also  the  condition  is  probably  the 
hard  form  of  lymphadenoma.  The  liA'cr  is,  of  course,  tuber- 
cular, but  elscAvhere  Dr.  AndrcAA-es  found  nothing  resembling 
tubercle  except  some  rather  suspicious  areas  of  early  caseation 
and  obscure  e-iant-cells  in  the  2"roAA-tli  from  the  rib. 
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.XIX. — Cases  illustratuifj  the  Mode  of  Origin  of  certain 
Cysts  of  the  Xecl:  By  T.  Caewaedixe,  M.S. 
Read  April  11,  1902. 

I  WISH  to  bring  to  your  notice  certain  cysts  of  the  neck, 
and  to  indicate  their  bearings  on  classification. 

The  significance  of  the  thyro-glossal  duct  of  His  in  its 
relation  to  cysts  is  now  well  known,  and  we  may  take  this  as 
a  standpoint.  Cj^sts  and  fistulge  arising  from  this  duct 
usuall}'  have  a  pedicle  Avhich  passes  through  the  thyro-hyoid 
membrane  in  the  middle  line  just  below  the  liyoid  bone, 
between  the  body  of  the  hyoid  and  the  thyroid  cartilage. 
They  appear  to  be  connected  with  the  second  visceral  cleft, 
immediately  behind  the  second  or  hyoid  arch,  and  may  be 
termed  thyro-hyoid  cysts. 

In  December,  1899,  there  came  under  my  care  a  man  a^t. 
31,  who  was  deaf  and  dumb  and  one  of  twins,  with  a  fluctuat- 
ing superficial  median  tumour  of  the  neck  overlapping  the 
episternal  notch  and  manubrium  sterni,  and  a  hard  cord  could 
be  traced  upwards  from  it  in  front  of  the  cricoid  cartilage. 
I  thought  this  Avould  turn  out  to  be  a  terminal  cyst  of  the 
thyro-glossal  duct.  But  on  careful  dissection  at  the  operation 
the  pedicle  was  found  to  pass  through  an  interval  in  the 
cervical  fascia  into  the  middle  of  the  crico-thyroid  membrane. 
It  was  clearly  a  cyst  arising  from  a  duct-like  pouch  through 
that  membrane,  and  I  should  propose  to  call  it  a  crico-thyroid 
cyst  (Fig.  3). 

It  ma}^  be  mentioned  that  there  is  normally  a  small 
foramen  in  this  position  in  the  foetus,  and  a  small  congenital 
intra-laryngeal  cyst  has  been  recorded  at  this  site,  but  on  the 
deep  aspect  of  the  crico-thyroid  membrane. 

Seeing,  therefore,  that  l3otli  thyro-hyoid  and  crico-thyroid 
cysts  were  now  established,  it  occurred  to  me  that  there  should 
be  a  similar  and  homologous  cyst  in  the  space  between  the 
lower  jaw  and  the  hyoid  bone,  and  after  waiting  some  two 
yeai*s  I  happened  to  meet  with  the  case  in  question. 

The  patient  was  a  Jewish  lad,  ffit.  12,  who  had  noticed  a 
lump  in  his  throat  for  six  months,  in  the  middle  line  beneath 


Fig.  3. — Crico-thvroid  cvst. 


Fig.  4.— Hyo-mandibvilar  cyst  (hyo-glossal). 
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the  chin.  On  careful  palpation  a  pedicle  could  be  felt  run- 
ning deeply  above  the  hvoid  bone  into  the  hyo-mandibular 
space.  The  diagnosis  of  a  hyu-mandihular  cyst  proved  to  be 
correct  at  the  operation.  The  cvst  contained  colloid  material, 
had  a  soft,  pulpy  lining,  and  a  hollow  pedicle  passed  through  an 
interval  between  the  niylo-hvoid  muscles  and  admitted  a  probe 
for  about  half  an  inch  into  the  base  of  the  tongue  (Fig.  4). 

We  thus  have  three  median  cysts  :  hyo-mandibular, 
associated  with  the  first  cleft ;  thyro-hyoid,  associated  with  the 
second  cleft;  and  crico-thyroid,  in  the  succeeding  space, 
which  I  shall  refer  to  as  the  representative  of  a  third  cleft. 

^Ve  now  have  to  deal  with  the  lateral  aspects  of  the 
clefts  and  structures  arising  from  them.  The  first  case  bear- 
ing upon  these  aspects  is  one  of  cystic  hygroma. 

The  patient  was  a  baby  a  few  weeks  old,  emaciated,  and 
having  a  large  translucent  cystic  hygroma  on  the  left  side  of 
the  neck,  hanging  like  a  loose  bag  over  the  upper  chest.  A 
cyst  like  a  rannla  projected  from  nnder  the  tongue.  The 
child  soon  died,  and  I  was  able  to  make  a  careful  dissection. 
The  hygroma  occupied  all  the  available  space  between  the 
lower  jaw  and  the  heart  on  the  left  side  and  beneath  the  left 
clavicle.  It  was  much  convoluted,  and  contained  a  straw- 
coloured  fluid.  The  sterno-mastoid  and  sterno-hyoid  muscles 
were  stretched  over  it  in  front,  and  everything-  behind  was 
normal,  including  the  larynx,  trachea,  and  the  thymus  and 
thyroid  glands.  There  was  a  small  foramen  in  the  crico- 
thyroid membrane,  and  the  sacculus  laryngis  was  perfectly 
normal.  The  cyst  was  adherent  to  the  pericardimn  below, 
and  passed  into  the  substance  of  the  left  mylo-hyoid  muscle 
above  (Fig.  6).  The  item  of  the  chief  clinical  interest,  howevei', 
is  the  fact  that  the  upper  part  was  distinctly  continuous  with 
multilocular  cysts  at  the  left  base  of  the  tongue,  embedded  in 
Avhitish  scar-like  tissue.  The  foramen  ctecum  was  indepen- 
dent and  about  -^  of  an  inch  deep,  and  the  raphe  was  to  the 
right  of  the  middle  line  (Fig.  5) .  There  could  be  no  doubt  that 
the  hygroma  and  the  cysts  of  the  tongue  were  definitely  related. 
The  original  sketch  seems  to  indicate  that  the  upper  end 
of  the  hygroma  was  in  front  of  the  st^do-hyoid  ligament,  but 
I  am  unable  to  verify  this,  having  no  note  of  the  fact,  and 
owing  to  the  specimen  having  unfortunately  been  mislaid. 
The  hj'groma  seems  to  have  originated  in  a  lateral  diverticu- 
lum of  the  first  or  hyo-mandibular  cleft.  In  a  similar  case, 
recorded  by  Sir  Frederick  Treves  some  years  ago,  the  origin 
was  possiblv  from  the  second  branchial  cleft. 


Fio.  '}. 

Sacculus  laryngis,  perfectly  normal, 
without  connection  with  the  hygroma. 


General  cystic  condition 
in   a  whitish    scar-like 


Kv.y  ..Foramen  caecum 
depressed,  coni- 
cal. ,1  inch  deep, 
ending  blindly. 


Raphe  to  right  of  middle  line. 
Fig.  6. 


Bluish,  containing  straw- 
coloured  serous  fluid, 
reached  quite  into  post- 
mediastinum. 


Figs.  5,  6. — Cystic  hygroma  connected  with  cysts  at  left  base  of  tongue. 
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I  have  met  with  two  other  cysts  of  apparent  origin  from 
the  first  branchial  cleft. 

A  young  man  was  thought  to  have  a  soft  caseous  gland 
below  the  left  angle  of  the  lower  jaw,  from  which  cheesy 
material  escaped  at  the  time  of  operation.  The  tumour  was 
said  to  have  been  growing  for  twelve  months,  and  was  about 
the  size  of  half  a  hen's  egg.  Microscopically  it  proved  to  be 
a  chondro-adenoma ;  the  cartilage-cells  were  in  a  hyaline 
matrix,  and  the  alveoli  were  lined  in  places  by  a  single  layer 
of  columnar  or  cubical  cells,  and  in  the  other  parts  the  alveoli 
were  packed  with  cells,  but  had  the  aspects  of  non-malignancy. 

Another  case  was  that  of  a  dermoid  cyst  of  the  whole  of 
the  first  branchial  cleft,  containing  countless  small  soft 
spherical  bodies  like  those  in  the  hard  roe  of  a  fish ;  and  at 
a  second  operation  tubercle  bacilli  were  found  in  addition. 
With  this  cyst  there  Avere  associated  what  I  may  call  a  hi/o- 
mandibidcir  tnhercle  and  a  supernumerary  antitragus.  The 
original  drawing  is  preserved,  and  is  passed  round,  but,  as  the 
case  was  published  at  greater  length  some  years  ago,  I  must 
refer  to  the  Bristol  Medico-CJnrurgical  Journal  for  details. 

The  last  case  I  will  mention  was  that  of  a  man  set.  33, 
whom  I  thought  at  first  to  have  a  pharyngeal  diverticulum. 
A  swelling  had  been  noticed  on  the  right  side  of  the  throat 
for  two  years,  and  it  was  said  to  have  become  gradually  lower 
during  that  time  (Fig.  7).  It  was  doughy,  the  size  of  a  pigeon's 
egg,  and  had  deep  connections  above.  Two  years  before  I  saw 
him  he  had  been  treated  for  what  was  said  to  have  been 
hgemoptysis.  He  complained  that  about  every  three  weeks 
or  a  month  he  felt  a  tickling  sensation  in  the  right  side  of  his 
throat,  followed  about  two  hours  afterwards  by  a  fit  of  cough- 
ing hj  Avhich  he  brought  up  phlegm  and  blood  which  smelt 
badly.  When  he  coughed  each  night,  as  was  usual,  he 
brought  up  all  his  food.  On  laryngoscopic  examination  I  was 
struck  by  a  double  condition  of  the  sinus  pyriformis,  an 
appearance  which  I  am  informed  is  very  rare  (Fig.  8) .  I  would 
therefore  suggest  that  this  association  with  the  cyst  of  the 
neck  was  more  than  mere  coincidence,  and  suggests  an  origin 
as  a  diverticnlum  of  the  sinus  pyriformis,  and  thus  from  the 
third  or  fourth  visceral  cleft. 

Now  the  foregoing  cases  seem  to  have  an  important  bear- 
ing upon  the  classification  of  certain  cysts  of  the  neck,  and 
also  upon  the  true  embryological  positions  of  the  thyroid  and 
cricoid  cartilages.  A  more  detailed  table  is  appended,  but 
the  following  are  the  main  features  : 


Mr.  Carwardine's  Cases-  of  Ci/s-fs-  of  the  Neck.  Ill 

111  the  middle  line  of  the  neck  we  have  certain  cysts — 
hyo-mandibuhii',  thyro-hyoid,  and  crico-thyroid, — alternating 
with  the  recognised  visceral  arches  above,  the  mandibular 
and  tlie  hyoid ;  and  l)elow  with  what  I  wouhl  submit  to  be. 


"  Fig.  7. — Lateral  cervical  cyst. 

from  clinical  evidence,  the  representatives  of  successive 
arches,  the  thyroid  and  cricoid  cartilages.  Admitting  these 
points  as  facts,  we  have  an  homologous  series  of  median  cysts, 
and  we  place  the  thyroid  and  cricoid  cartilages  in  consistent 


Fig.  8. — Double  sinus  pyriformis. 

developmental  positions.  Moreover,  above  the  first  arch  we 
have  the  stomodgeum ;  and  below  the  cricoid,  the  cartilages  of 
the  trachea,  and  a  median  pouch — that  of  the  Emu, — figured 
in  Mr.  Bland-Sutton's  book  on  tumours. 
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Witli  these  median  diverticula  tliere  are  associated  lateral 
diverticula  of  the  clefts,  which  give  rise  to  various  tumours 
and  organs,  some  of  which  are  indicated  in  the  table. 

From  the  first  cleft  we  have,  for  instance,  a  cystic  hygroma 
amongst  other  tumours  of  interest.  From  the  second  cleft  it 
is  possible  that  Treves's  case,  already  mentioned,  arose. 
Indeed,  such  an  origin,  amongst  others,  was  suggested  in  the 
original  description  of  the  dissection.  From  the  third  cleft 
we  have  the  lateral  lobe  of  the  thymus  gland,  and  from  the 
fourth  cleft  the  lateral  lobe  of  the  thyroid  gland.  Still  lower 
in  the  scale  we  have  an  essentially  glandular  organ,  the  lung. 

Thus  a  rational  classification  would  be  into  median  and 
lateral,  corresponding  to  the  visceral  clefts,  and  alternating 
Avith  the  visceral  arches  {see  Table). 

The  general  plan  of  construction  in  the  neck — of  a  median 
diverticulum  tending  to  reach  the  surface  and  paired  lateral 
diverticula  of  glandular  functions — appears  to  have  its 
analogy  .elsewhere, — in  the  genital  passage  and  ovaries,  and 
in  the  allantoic  vesicle  and  the  kidneys.  We  might  even 
speculate  upon  the  relation  of  the  umbilical  vesicle  to  the 
liver  and  pancreas,  but  such  imaginations  as  this  would  lead 
us  into  a  new  field  of  poetical  physiology.  . 


Mr.  Curwiii'dine's  Ca-ve-v  of  Cysts  af  the  Nrrl: 
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114  Dr.  Tyson's  and  Mr.  Lininorton's 


XX. — Case  of  Acute  Intestinal  Ohstruction  due  to 
Embolus  of  a  Branch  of  Superior  Mesenteric 
Arterii,  with  remarlcs.  By  W.  J.  Ttsox,  M.D.,  and 
W.  ^y.  LiNiXGTOX.     Read  April  11,  1902. 

rpHE  notes  of  the  history  of  the  case  were  kindly  supplied 
JL  by  Mr.  Clifford  Hackney,  with  whom  Dr.  Tyson  saw  the 
case  in  consultation  at  Hythe  on  March  9,  1901. 

Mrs.  "W.,  £et.  66^  was  first  seen  by  Mr.  Clifford  Hackney 
on  Tuesday,  March  5,  1901.  Her  symptoms  were  slight 
pain  oyer  liyer,  sickness,  constipation,  and  a  little  epigastric 
tenderness ;  these  had  been  present  some  two  or  three  days. 
Temperature  was  normal.  On  Thursday,  March  7,  she 
stated  that  she  felt  better ;  the  bowels  acted  two  or  three 
times  comfortably;  there  was  less  flatulence,  but  she  was 
still  sick,  the  yomit  being  of  a  greenish  watery  colour  and 
free  from  odour.  Friday,  sickness  became  worse  and  ab- 
dominal distension  appeared;  the  bowels  were  confined;  and 
her  general  condition  was  much  worse. 

She  was  admitted  into  the  hospital  at  Folkestone  on 
Saturday,  March  9,  and  was  now  constantly  sick,  the  yomit 
being  of  a  coffee-ground  nature.  There  was  distension  of 
the  abdomen,  and  constipation  of  oyer  a  week's  duration, 
except  on  the  7th  ult.,  when  the  bowels  acted  three  times. 
Chest  normal.     Temperature  99-5°. 

It  was  considered  adyisable  to  perform  laparotomy,  and 
this  was  done  on  the  eyening  of  her  admission  into  the 
hospital,  by  Mr.  Linington.  On  opening  the  abdomen  a 
quantity  of  turbid,  sanious  fluid  escaped;  the  small  bowel  was 
cono'ested,  and  on  tracing  it  down  as  indicated  by  the 
increased  depth  of  colour,  it  was  found  to  be  slightly  fixed 
on  the  rio-ht  fossa.  This  Avas  freed,  and  about  a  foot  of  fan- 
shaped  gangrenous  bowel  appeared,  greatly  thickened,  black, 
lustreless,  and  in  parts  sloughy  ;  the  attached  mesentery  Avas 
in  a  similar  state.  Recognising  the  condition  as  one  of 
thrombosis,  the  affected  part  was  excised  well  clear  of  the 
g-angrene,  and  a  Murphy's  button  used  to  unite  the  ends  of 
the  bowel,  augmented  by  Czerny-Lembert  sutures.  Consider- 
able   difficulty    ensued    with    the    mesentery,    OAviug    to    its 
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thickened  and  rotten  state,  wliicli  extended  l)ack  to  its  spinal 
attaclnnent.  The  dead  part  was  removed  to  the  extent  of 
22  inches,  and  the  adjacent  edges  brought  together  on  the 
flat,  so  as  to  give  greater  purchase  to  the  sutures  than  in  the 
edge-to-edge  approximation.  The  abdomen  was  flushed  out 
with  hot  sterile  water  and  sewn  up.  Patient  was  very 
collapsed  after  the  operation,  although  she  improved  some- 
what later  and  was  able  to  retain  some  (^ss  peptonised  milk) 
fluid  nourishment ;  she  again  became  worse,  notwithstanding 
the  repeated  use  of  stimulants  and  saline  injections,  and 
death  occurred  March  11, — thirty-six  hours  after  the 
operation. 

The  autopsy  revealed  atheromatous  erosion  in  the  descend- 
ing aorta,  and  blocking  of  a  branch  of  the  superior  mesenteric 
vessel.  The  Murphy's  button  Avas  in  a  good  position,  and 
the  bowel  water-tight  ;    the  mesentery  also  well  secured. 

The  part  of  bowel  excised  was  the  ileum,  one  foot  from 
the  junction  with  the  csecum.  The  greater  part  of  it  was 
gangrenous,  the  walls  of  which  were  so  greatly  thickened  as 
to  gradually  lessen  the  lumen  until  almost  complete  obstruc- 
tion existed.  The  operation  lasted  just  over  the  hour,  being- 
lengthened  by  the  difliculty  of  deahng  with  so  rotten  and 
swollen  a  mesentery.  It  was  only  with  great  care  that  the 
ligatures  could  be  tied  tightly  enough  to  stop  the  bleeding 
Avithout  cutting  through  the  part  included  by  the  ligature. 

Remarks. 

Cases  of  the  above  character  are  comparatively  rare,  and,, 
as  far  as  the  literature  is  concerned,  they  have  been  more 
commonly  reported  abroad  than  iu  England. 

It  seems  that  the  general  symptoms  and  signs  are  almost 
similar  in  character  whether  the  superior  or  inferior  mesenteric 
artery  is  involved;  although  certain  differential  points  have 
been  given,  they  do  not  seem  of  much  value  when  practically 
considered  :  in  lioth  intestinal  obstruction  is  produced.  The 
real  cause  has  rarely  been  diagnosed  or  even  guessed  at  before 
operation  or  until  after  death. 

The  first  prominent  symptom  is  abdominal  pain,  closelv 
resembling  an  ordinary  attack  of  colic.  Nausea  is  frequent, 
and  comes  on  fairly  early.  Vomiting*  follows,  with  a  gradual 
change  in  the  character  of  the  vomit.  Constipation  is  the 
rule,  but  diarrhoea  has  been  commonly  reported.  Tension 
and  tympanitic  swelling  of  the  abdomen  are  late  symptoms, 
indicating  the  advent  of  peritonitis.     Extreme  foetor  of  the 
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stools,  should  there  be  diarrhoea,  is  of  serious  omeu,  and 
points  to  gangrene  of  the  bowel  having  taken  place.  Pi'ofuse 
intestinal  hasmorrhage  has  also  been  recorded,  and  when 
meeting  with  this  symptom  it  is  as  Avell  to  bear  in  mind  that 
embolus  of  the  mesenteric  artery  may  be  the  cause. 

Prognosis  is  always  most  grave,  but  not  absolutely  fatal ; 
of  course  this  must  be  better  if  only  one  branch  rather  than 
several  are  involved.  It  is  doubtful,  when  the  main  vessel 
has  been  occluded,  whether  recovery  has  ever  taken  place. 

The  greater  the  arterial  obstruction  the  more  severe  the 
symptoms.  As  regards  the  source  of  the  embolus,  the  left 
heart  seems  to  be  the  most  common  one,  and  aftei-  this  the 
abdominal  aorta,  as  in  the  present  case.  There  have  been 
a  few  cases  of  thrombosis  of  the  superior  mesenteric  vein 
recorded  giving  rise  to  intestinal  obstruction,  the  artery  not 
being  affected,  notably  Fagge's  and  Bradford's  cases.  Where 
the  swelling  of  bowel  from  infarcts  has  occurred,  the  tumour 
has  been  mistaken  for  one  of  malignant  nature. 

Treatment. — Early  abdominal  section  gives  the  only 
possible  chance ;  we  have  not  been  able  to  find  any  recorded 
instance  of  recovery  after  delayed  operation,  and  it  is  quite 
conceivable,  had  the  foregoing  case  been  operated  on  a  few 
days  earlier,  the  patient  might  have  recovered.  It  is  quite 
evident  that  kneading  the  abdomen  in  such  cases  must  be 
absolutely  wrong,  and  also  that  opium  in  other  than  "small 
doses  would  mask  and  obscure  the  real  cause  of  the  disease. 
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XXI. — Cerebellar  Abscess  uith  Sudden  Paralysis  of 
the  Respiratoni  Centres.  By  Arthur  E.  Barker. 
Bead  April  ll,'  1902. 

THE  special  point  in  this  case,  which  I  think  deserves  to  be 
recorded,  is  the  clear  evidence  of  sudden  paralysis  of  the 
respiratory  centres,  due  to  encroachment  of  the  abscess  upon 
the  floor  of  the  fourth  ventricle,  while  the  nervous  mechanism 
of  the  heart  remained  intact  for  two  hours  and  a  half  under 
artificial  respiration.  Even  then  the  heart  was  beating* 
strongly,  and  only  ceased  when  the  artificial  respiration  was 
discontinued. 

Beatrice  H.,  a?t.  14,  had  been  quite  well  until  three 
months  before  admission  into  University  College  Hospital  on 
December  14,  1901.  She  then  suffered  from  scarlet  fever 
and  right  otitis  media  purulenta,  and  was  treated  for  it  at 
another  hospital.  A  fortnight  before  admission  the  patient 
began  to  suiter  severely  from  earache  in  the  same  ear,  with 
intermission  of  the  discharge.  Poultices  Avere  applied  for 
this,  with  relief  on  return  of  the  discharge.  On  Sunday, 
December  8,  the  patient  began  to  suffer  from  extreme  weak- 
ness, the  slightest  movement  requiring  great  effort.  At  this 
time  the  earache  became  more  severe,  and  the  patient 
vomited.  Since  then  she  has  been  in  bed,  and  has  taken  very 
little  food.  During  the  week  severe  headache,  especially  on 
the  right  side  and  behind,  was  complained  of.  On  Wednesday, 
December  11,  the  pain  became  very  severe,  and  a  prolonged 
shivering  fit  took  place.  Since  then  until  admission  on  the 
14th  there  has  been  a  similar  rigor  every  day  about  noon, 
four  in  all.  She  became  drowsy  early  in  the  week,  and 
during-  the  last  three  or  four  davs  has  taken  no  notice  of  the 
surroundings,  and  only  occasionally  complaining  of  headache. 
On  the  day  of  admission  (Saturday,  December  14)  she 
vomited  once  in  the  morning,  and  for  the  last  twenty-four 
hours  there  had  been  some  cough. 

On  admission  she  was  seen  to  be  pale  and  wasted,  and 
lay  quietly  in  bed,  either  on  the  back  or  side,  in  the 
latter  case  with  the  head  much  retracted  and  the  limbs 
much  flexed.  There  was  some  restlessness  from  time  to 
time,  with  moaning  and  carrying  the  hand  to  the  head. 
The  patient  seemed  to  understand  Avhat  was  said  to  her, 
but    only    answered    "yes"    or    "no"    to    questions.      She 
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could  put  out  her  tongue  and  move  all  her  limbs  freely. 
There  was  a  profuse  thick  and  intensely  foetid  discharge 
from  the  right  ear.  Examination  showed  much  swelling 
of  the  meatus,  preventing  the  deeper  parts  from  being 
seen.  The  left  membrana  tympani  appeared  to  be  normal. 
There  was  no  swelling  over  the  mastoid  process,  but  there 
was  well-marked  tenderness  there.  The  headache  appeared 
to  be  chiefly  in  the  occipital  region.  The  pupils  were 
normal  and  reacted  Avell  to  light,  and  the  optic  discs 
showed  no  morbid  change.  There  were  no  signs  of  ocular 
or  other  paralysis.  The  patient  swallowed  well.  On  the 
side  of  the  neck,  reaching  from  the  angle  of  the  jaw  down- 
wards to  the  larynx,  there  was  well-defined  tenderness 
and  some  induration  along  the  line  of  the  deep  jugular 
vein.  This  appeared  to  mask  the  pulsation  of  the  carotid, 
which  was  much  feebler  than  on  the  left  side.  There  Avas 
no  cough  now,  or  any  sign  of  lung  disease.  There  was  no 
paralysis  of  the  limbs,  but  the  grasp  of  the  right  hand  was 
distinctly  weaker  than  that  of  the  left.  Right  knee-jerk 
much  exaggerated ;  left  slightly  so.  Plantar  reflex  well 
marked.  Extensive  response  of  great  toe  on  left ;  slight  on 
right.  Xo  interference  with  sensations.  Pulse  feeble,  66 ; 
temperature  99°. 

On  December  15,  at  10.30  a.m.,  I  again  examined  the 
patient.  There  had  been  no  change  since  the  evening  before, 
except  that  the  temperature  in  the  night  had  been  98°.  No 
vomiting  or  rigor  had  occurred,  and  the  bowels  had  been 
well  opened.  The  pulse  was  66  per  minute  and  the  respira- 
tions quite  normal.  She  was  still  semi-conscious,  and 
answered  questions. 

I  had  now  no  doubt  that  the  patient  was  suffering  from 
an  intra-cranial  abscess,  with  thrombosis  of  the  lateral  sinus 
and  deep  jugular  vein.  I  based  the  diagnosis  upon  the  his- 
tory of  chronic  otitis  media  purulenta  of  at  least  three  months' 
duration,  with  an  exacerbation  fourteen  days  before  admission. 
This,  and  not  acute  attacks,  is  the  history  of  nine  tenths  of 
the  cases  of  intra-cranial  abscess  which  are  met  with.  I 
learned  this  while  in  charge  of  the  ear  department  for  many 
years,  and  have  often  since  been  surprised  at  hearing  a  dia- 
gnosis of  cerebral  abscess  made  in  recent  acute  cases  of  otitis 
media  purulenta,  or  even  serosa,  which  in  my  experience 
practically  never  lead  to  such  abscesses.  I  have  good  reason 
to  know  from  what  I  have  seen  in  hospital  and  private  that 
this  fact  is  not  sufficiently  widely  known. 
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In  addition,  we  had  in  this  case  clear  evidence  of  throm- 
bosis of  the  lateral  sinus  with  extension  of  the  process  into 
the  deep  juo-uhir  vein.  This  was  indicated  by  swelling, 
induration,  and  great  tenderness  over  the  vein  at  the  angle  of 
the  jaw.  But  in  spite  of  this  septic  phlebitis  the  teniperatui-e 
was  practically  normal  or  subnormal  instead  of  elevated. 
This  character  of  the  temperature  we  have  learned  is  one  of 
the  most  significant  signs  of  a  well-matured  abscess.  Then 
there  had  been  successive  rigors  each  day,  and  the  patient 
had  vomited  several  times.  There  were  no  convulsive  move- 
inents  and  no  paresis,  nor  was  there  any  sign  of  o])tic  neuritis 
at  all  compatible  with  the  diagnosis  of  intra-cranial  abscess.  I 
therefore  had  every  preparation  made  to  operate  on  the  brain 
or  cei'ebellum  at  3  p.m. 

Immediately  before  the  patient  was  lifted  from  her  bed  to 
be  brought  into  the  anaesthesia  room,  at  2.50  p.m.,  Sunday, 
December  15,  1901,  she  looked  in  the  same  condition  as  when 
I  saw  her  in  the  morning  at  10.15.  She  was  semi-conscious; 
colour  good  ;  temperature  98°  ;  pulse  60.  She  arrived  in  the 
anassthesia  room  at  2.55p.m.,  when  I  was  atonce  called  from  the 
operating  theatre  to  see  her,  as  she  was  livid  and  not  breath- 
ing. No  anesthetic  had  been  administered.  I  found  her  quite 
blue  and  absolutely  without  respiratory  movements.  The  heart 
was  beating  strongly  and  rapidly.  Artificial  respiration  was 
at  once  commenced,  and  in  a  minute  or  so  the  normal  colour 
returned  to  the  skin,  aided  by  oxygen,  which  was  also  admin- 
istered. The  air  entered  the  lungs  freely.  Still  there  were 
no  signs  of  normal  respiration.  The  pupils  Avere  dilated  and 
did  not  react  to  light,  and  the  conjunctival  reflexes  were 
absent.  Eespiration  was  kept  up  for  half  an  hour,  but  with- 
out avail.  At  the  end  of  this  time  the  hand  pulse  was  strong 
at  128.  It  appeared  clear  then  that  an  abscess  had  burst  and 
was  inhibiting  the  respiratory  centres.  I  then  sat  the  child 
upright,  with  her  legs  hanging  over  the  edge  of  the  table, 
thinking  that  perhaps  cerebral  pressure  might  be  relieved 
thereby  and  the  centres  might  recover.  All  those  present 
thought  that  at  this  moment  there  were  a  couple  of  slight 
sighs,  but  perhaps  this  was  only  due  to  the  descent  of  the 
diaphragm.  As  she  was  losing  colour  again,  artificial  respira- 
tion was  recommenced  and  carried  on  steadily.  At  the  end 
of  an  hour  there  was  no  natural  bi-eathing,  while  the  heart 
was  beating  strongly  now  at  120.  Half  an  hour  later  the 
colour  was  still  good  under  the  artificial  breathing,  and  the 
pulse  was  100  in  the  heart  and  larger  arteries.     It  could  not 
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be  felt  in  tlie  "wrist  and  foot.  The  temperature  in  the  rectum 
was  95*8°.  I  then  thought  that  perhaps  the  opening  of  the 
cerebral  abscess  might  relieve  the  pressure,  and  rapidly, 
through  a  small  incision,  opened  the  skull  with  a  j-inch 
trephine  over  the  temporo-sphenoidal  lobe.  No  pus  was  found. 
1  passed  the  needle  into  the  posterior  corner  of  the  lateral 
ventricle,  and  immediately  evacuated  a  large  quantity  of 
almost  clear  fluid  under  considerable  pressure.  This  slowed 
the  heart  a  little.  I  then  similarly  opened  over  the  lateral 
front  of  the  cerebellum,  and  after  a  few  punctures  readied 
foul  gas  and  pus  anteriorly,  which  filled  a  f  test-tube  about 
two  inches  full.  This,  however,  had  no  eifect  on  the  re- 
spirations or  heart.  After  tying  some  small  bleeding  vessels 
I  dressed  the  wound,  and  gave  directions  that  artificial  re- 
spiration should  be  kept  up  until  the  patient  was  obviously 
dead.  This  was  done  for  another  three  quarters  of  an  hour, 
when  the  eyeballs  seemed  quite  flaccid  and  there  Avas  no 
response  to  artificial  respiration,  and  it  was  discontinued. 
But  the  heart  Avas  still  beating  as  before,  two  hours  and  thirty- 
five  minutes  after  natural  breathing  had  ceased. 

At  the  post-mortem  examination  a  large  cerebellar  abscess 
wasfoundin  the  usual  situation  anteriorly  and  internally,  Avhich 
had  been  partially  emptied  by  the  operation.  There  was  no 
general  meningitis,  but  there  Avas  a  little  h'mph  on  the  sur- 
face of  the  cerebellum  corresponding  to  the  abscess  as  it  lay 
against  the  petrous  bone.  On  looking  into  the  fourth  A'entricle 
there  was  no  evidence  of  actual  pus  in  its  fluid,  but  on  the 
floor  a  portion  of  the  abscess  was  seen  Avhich  was  about  to 
burst  if  it  had  not  actually  done  so.  On  being  touched  with 
a  probe,  pus  AA-elled  out  at  one  point  into  the  A-entricle. 
The  general  cavity  of  the  abscess  A\-as  about  the  size  of  a 
Avalnut.  The  lateral  A'entricles  contained  a  quantity  of  slightly 
turbid  fluid;  otherwise  the  brain  Avas  normal.  The  lateral 
sinus  was  thrombosed  AA-itli  purulent  clot,  Avhicli  extended 
into  the  deep  jugular  vein  for  about  tAvo  inches.  The  lungs 
and  heart  Avere  normal  except  for  a  number  of  petechia?  in 
the  former  on  the  left  side.  The  punctures  in  the  brain  and 
cerebellum  AA-ere  Avell  placed,  and  showed  nothing  unusual. 
One,  as  described,  had  reached  the  lateral  A'entricle. 

It  is  not  a  common  experience  to  liaA-e  such  clear  eA'idence 
of  direct  interference  AA-ith  the  respiratory  centres  as  in  this 
case,  Avhile  all  the  other  centres  are  almost  or  altogether 
unaffected.  I  haA-e  therefore  thoug-ht  it  worthA'  of  beino- 
recorded,  especially  as  it  giA'es  a  good  illustration  of  the  long 
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time  for  wliicli  the  lieart  can  coutimu'  to  heat  after  natural 
respiration  has  ceased.  Here  it  was  over  two  and  a  half 
hours,  and  then  it  only  gTadually  stopped  when  artificial  re- 
spiration was  abandoned.  I  have  only  been  concerned  in  one 
case  where  anything  parallel  was  observed.  This  was  a  case  I 
was  asked  to  see  by  Ur.  Bradford  some  years  ago,  in  which  a 
small  aneurysm  at  the  base  of  the  brain  had  burst,  and  the 
blood  pressed  upon  the  floor  of  the  fourth  ventrick'.  Here 
the  heart  continued  to  beat  for  four  hours  after  respiration 
had  ceased,  as  I  am  informed  by  Dr.  Bi-adford. 

The  whole  cerebellum,  on  removal,  was  hardened  and  then 
cut  in  successive  horizontal  slices  from  above  downwards  by 
Mr.  Trotter,  our  surgical  registrar.  I  have  them  mounted, 
and  now  present  them  for  examination.  The  extent  and 
position  of  the  abscess  is  here  particularly  well  seen.  It  must 
have  been  very  large  and  tense  before  evacuation.  Even 
now,  in  its  more  or  less  collapsed  condition,  it  is  very  exten- 
sive, occupying  most  of  the  right  lobe  of  the  cerebellum. 
But  the  most  interesting  feature  in  it  is  the  direct  prolonga- 
tion of  one  portion  of  it  inwards  until  it  presses  on  the 
lateral  ventricle,  if  not  actually  bursts  into  it,  of  which  rup- 
ture Mr,  Trotter  is  inclined  to  think  there  is  no  absolute 
evidence.  But  in  the  fresh  state,  as  I  have  stated  above, 
a  touch  wath  a  probe  caused  a  w^elling  out  of  pus  into  the 
ventricle.  Be  this  as  it  may,  the  abscess  was  close  enough  to 
the  floor  of  the  fourth  ventricle  to  produce  pressure  effects 
upon  the  respiratory  centres.  The  only  difficult  point  to 
explain  is  the  absolutely  sudden  onset  of  the  respiratory 
trouble. 
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XXII. — The  Simulation  of  Acute  Peritonitis  by  Pleuro- 
pneumonic  Diseases.  By  H.  L.  Bakxaed,  M.S. 
Bead  April  11,  1902. 

TlSTRODUCTION. — Thoracic  diseases  in  some  cases  produce 
■^  the  most  deceptive  abdominal  signs.  Modern  standard 
works  of  medicine  contain  only  a  meagfre  reference  to  this 
condition,  and  it  is  apparently  unknown  to  surg-eons,  if  we 
may  judge  from  their  text-books.  The  great  development  of 
abdominal  surgery  in  recent  years  has  made  the  recognition 
of  this  simulation  a  matter  of  practical  importance,  for  a 
mistaken  diagnosis  is  frequently  followed  by  an  unnecessary 
and  dangerous  operation. 

Case  1.  Right  dia'phragmatic  'pleurisy  and 'pneumonia,  icitli 
'marked  abdominal  signs,  simulating  ajjpendicifis  'with 
'peritonitis. — This  case  I  owe  to  the  kindness  of  Dr.  Kidd.  A 
little  girl,  Eliza  H.,  ^et.  11,  was  admitted  to  the  medical  wards 
of  the  London  Hospital  in  1895,  complaining  of  pain  in  the 
head,  but  especially  in  the  abdomen.  Three  days  before 
admission  she  had  severe  pain  down  the  right  side  of  the 
abdomen,  and  vomited  bilious  fluid  several  times.  When  she 
was  first  seen  at  the  hospital  her  abdomen  was  rigid,  and 
especially  tender  in  the  right  iliac  fossa.  Her  bowels  had 
not  been  open  for  three  days,  and  her  tongue  was  brown  and 
dry.  Her  pulse  was  104,  full,  and  not  easily  compressed ;  and 
her  temperature  103°  F.  The  thoracic  signs,  which  at 
no  time  were  very  marked,  were  almost  absent  on  admission ; 
she  was,  however,  breathing  about  40  to  the  minute,  and  cut 
her  respirations  short,  because  they  hurt  her,  in  a  manner 
characteristic  of  pleurisy.  She  had,  moreover,  tenderness 
along  the  attachment  of  the  diaphragm,  and  the  veins  were 
dilated  there. 

By  the  fourth  day  after  admission  there  were  obscure 
signs  at  the  right  base  of  some  pneumonia,  breath-sounds  a 
little  diminished,  and  a  few  moist  rales,  but  these  were  also 
heard  at  the  left  base.  Her  temperature,  which  had  remained 
about    lOo^,    fell    by    crisis    to    normal    on    the    fourth    day. 
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but  soon  became  irregular,  and  for  four  or  five  weeks  fre- 
quently reached  102^.  During-  this  time  the  signs  of 
pneumonia  and  diaphragmatic  pleurisy  became  more  distinct, 
and  at  last  left  no  doubt  as  to  her  condition ;  but  had  she 
been  admitted  to  a  surgical  instead  of  a  medical  ward,  and  at 
the  present  time  when  so  many  cases  of  appendicitis  are 
submitted  to  early  operation,  instead  of  six  years  ago,  I  cannot 
help  thinking  that  her  abdomen  would  probably  have  been 
explored. 

Case  2.  Pleuro-pneiimonia  of  right  base;  acute  ahdominal 
pain  and  vomiting ;  vo  lung  signs;  herpes  lahialis ;  empyema; 
recovery. — This  case  I  owe  to  the  kindness  of  Mr.  Dean  and 
Dr.  Gr.  Schorstein.  A  little  boy,  John  E.,  a;t.  10,  Avas  admitted 
to  the  London  Hospital  in  1899,  as  acute  peritonitis  after  an 
injury.  Two  days  before  admission  he  had  received  a  blow 
in  the  lower  part  of  the  chest  or  upper  part  of  the  abdomen. 
On  the  following  day,  the  day  before  admission,  he  was  seized 
with  severe  pain  in  the  abdomen,  chiefly  in  the  upper  part, 
and  vomited  twice. 

On  admission  his  belly  was  somewhat  distended,  tender, 
and  rigid  all  over,  but  especially  so  in  the  epigastric  region. 
His  bowels  had  been  constipated  since  the  pain  commenced, 
and  an  enema  only  gave  a  small  result.  He  lay  with  both 
legs  drawn  up.  His  temperature  was  99"5°  F.  on  ad- 
mission, but  rose  to  103°  F.  the  same  evening.  His 
pulse  Avas  130  to  140,  but  of  good  volume  and  strength.  His 
respirations  were  44  per  minute  and  catchy.  The  examination 
of  the  thorax  gave  absolutely  negative  results. 

Soon  after  admission  he  developed  herpes  labialis,  and  was 
transferred  next  day  to  the  Medical  side.  No  signs  had  yet 
appeared  in  the  thorax,  but  on  the  following  day  there  was 
undoubted  consolidation  at  the  right  base.  The  temperature 
fell  by  crisis  on  the  ninth  day  of  the  disease,  but  seven  days 
later  it  rose  again  and  became  irregular,  and  an  empyema 
developed  on  the  right  side.  This  was  opened  and  drained, 
and  he  then  made  a  good  recovery. 

Case  3.  Double  basal  pneumonia,  with  right  diaphragmatic 
pleurisy,  in  a  girl,  the  subject  of  a  gastric  ulcer;  acute  epi- 
gastric fain,  u-ith  collapse  ;  laparotomy ;  death. — This  case  is 
certainly  the  most  perplexing  one  I  have  yet  heard  of.  I  am 
indebted  for  it  to  Mr.  Eve.  A  girl,  Xellie  F.,  xt.  17,  had 
been  attending  the  Out-patients'  Department  of  the  London 
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Hospital  for  some  months  for  marked  antemia  and  gastric 
ulcer.  She  had  had  a  similar  attack  to  the  one  I  am  about  to 
describe  once  before.  One  morning  in  1899  she  started  for 
work  as  usual,  and  on  her  way  was  seized  in  the  street  with 
violent  epigastric  pain  and  vomiting.  She  was  brought  to 
the  hospital  at  once  in  a  state  of  collapse.  Her  pulse  was 
120  and  very  thready ;  her  temperature  104'5°  F.  Her 
abdomen  was  rigid,  motionless,  ver}'  tender,  and  distended, 
and  these  signs  were  most  marked  in  the  epigastric  region. 

She  was  admitted  to  the  surgical  Avards  as  a  case  of 
ruptured  gastric  ulcer,  and  within  two  hours  Mr.  Eve  opened 
her  abdomen.  He  explored  the  anterior  and  posterior  sur- 
faces of  the  stomach,  the  greater  and  lesser  curvatures,  but 
found  no  trace  of  gastric  ulcer,  nor  was  there  any  peritonitis. 
Unfortunately  ether  Avas  the  anaesthetic  given.  Misfortunes 
followed  fast.  Her  cough  became  so  violent  that  a  coil  of 
intestine  and  some  omentum  escaped  between  the  stitches  and 
had  to  be  washed  and  returned,  and  the  abdomen  again 
se^vn  up. 

On  the  second  day  after  admission  it  was  clear  that  she 
had  right  basal  pneumonia,  but  her  temperature  had  fallen  to 
lOl'^.  On  the  third  day  it  rose  again  to  104°,  and  signs  of 
consolidation  appeared  at  the  left  base,  and  she  died  on  the 
fifth  day  from  the  commencement  of  the  attack; 

At  the  post-mortem  double  basal  pneumonia  and  right 
diaphragmatic  pleurisy  Avere  found,  and  in  the  stomach  a 
shalloAv  ulcer  the  size  of  a  sixpence  which  was  not  even  near 
perforation.  There  Avas  no  peritonitis.  I  think  all  will  admit 
that  this  Avas  an  impossible  case  to  diagnose  correctly. 
Looking  back  at  the  case,  the  only  point  Avhich  should  have 
aroused  suspicion  Avas  the  temperature,  104'5°.  No  record  of 
the  frequency  of  respiration  Avas  kept-. 

Case  4.  A  case  of  fiio-pnenrnotliorax  of  the  lejt  hase 
simv.laiing  appendicuhir  perit<>niti>i  or  hft  suhjihrtnic  ahscess 
of  gastric  omgin. — A  HebreAv,  Samuel  B.,  set.  34,  A\-as  admitted 
to  the  London  Hospital  under  a  medical  colleague  for  "  colic 
and  ?  peritonitis  "  in  1901.  I  was  asked  to  giA-e  a  surgical 
opinion  on  his  abdominal  condition.  He  had  not  been  aa-cII 
for  a  year,  suffering  chiefly  from  pain  and  Avind  in  the  stomach 
after  food,  but  A\-ithout  A'omiting.  For  several  Aveeks  he  had 
also  pain  in  the  left  loAver  and  back  part  of  his  chest,  Avith  a 
bad  cough  and  night  sAAcats  and  AA'asting.  He  had  been 
constipated  for  tweh^e  days. 
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AVhen  I  saw  liiiii  liis  temperature  was  101°  F. ;  his  pulse 
about  100,  and  fairly  strong;  his  respiration  38,  and  his 
nares  vigorously  dilated  at  each  inspiration.  He  was  a  little 
icteric,  but  not  really  jaundiced.  His  abdomen  was  rigid  and 
ver}^  tender  all  over,  but  I  could  make  out  no  local  dulness 
or  resistance,  and  the  abdominal  wall  relaxed  between  each 
respiration.  The  base  of  the  left  lung  behind  was  dull  on 
percussion.  Vocal  resonance  and  tactile  vocal  fremitus  were 
diminished.  Such  breath-sounds  as  could  be  heard  were  of  a 
somewhat  tubular  character.  The  house  physician  thought 
the  right  iliac  fossa  more  rigid  and  resistent  than  the  rest  of 
the  abdomen.  The  medical  registrar  Avas  of  opinion  that  the 
signs  indicated  left  subphrenic  abscess  due  to  a  perforated 
gastric  ulcer,  but  the  stomach  resonance  was  normal,  and  the 
spleen  was  not  displaced.  My  medical  colleague  agreed 
with  me  that  the  signs  appeared  to  indicate  trouble  above 
the  diaphragm,  and  arising  from  the  lower  lobe  of  the  left 
lung. 

Ten  days  later  it  was  clear  that  lie  had  pyo-pneumothorax 
at  tlie  left  base,  probably  arising  from  a  tubercular  focus  in 
the  apex  of  his  left  lower  lobe.  A  rib  was  accordingly 
resected,  and  liis  temperature  fell  to  normal,  he  put  on  flesh, 
and  lost  all  pain  ;  but  a  sinus  persisted  when  he  left  the 
hospital. 

Case  5.  A  case  of  2jyo-j)neumothorax  of  the  right  haae 
simulating  appendicular  peritonitis. — On  September  12,  1901, 
I  was  called  late  one  evening  to  see  a  man  in  the  wards  of  the 
London  Hospital  said  by  my  house  surgeon  to  be  suft'ering 
from  "appendicitis  and  general  peritonitis.'' 

Two  days  before  admission  the  patient  was  running  for  a 
train  on  liis  way  to  work  in  the  morning  when  he  was  seized 
with  severe  pain  in  the  right  iliac  fossa.  He  gave  up  work 
at  1  p.m.  on  the  same  day  and  took  to  his  bed.  Next  day 
his  bowels  were  well  opened  by  a  pill  and  castor  oil.  He  had 
no  vomiting.  He  had  never  been  seriously  ill  before.  When 
I  saw  liini  in  the  wards  it  was  clear  that  he  was  seriously  ill 
and  in  great  pain.  His  temperature  was  100^  F.  ;  his  pulse 
80  ;  his  respiration  43  ;  and  liis  tongue  furred  and  dry.  His 
abdomen  was  hard,  rigid,  and  tender  all  over,  but  perhaps  a 
little  more  so  in  the  right  iliac  fossa.  It  relaxed,  however, 
between  the  respirations  for  a  second  and  became  soft,  and 
there  was  no  marked  distension  or  localised  dulness  or 
resistance.     The  heart  was   normal,  and  the  examination  of 
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the  lungs  showed  nothing  but  a  little  bronchitis  and  emphy- 
sema. I  refused  to  operate,  because  whilst  the  abdominal 
signs  appeared  to  me  at  least  doubtful,  the  respiration  (43  a 
minute)  with  a  pulse  of  only  80  appeared  to  indicate  that  the 
lungs  were  the  source  of  the  trouble.  The  thing,  however, 
which  really  decided  me  not  to  operate  was  that  I  did  not 
think  he  could  safely  take  an  anaesthetic.  I  carefully 
examined  him  again  next  day  with  a  medical  colleague.  The 
abdominal  signs  had  disappeared  almost  entirely,  and  dulness 
at  the  right  base  with  diminished  breath-sounds  and  tactile 
vocal  fremitus,  the  presence  of  a  pleural  rub,  and  the  absence 
of  tubular  breathing  left  no  doubt  that  he  had  right  basal 
pleurisy.  Eight  days  later  the  signs  at  the  right  base  had 
much  increased,  and  pus  was  found  by  an  exploring  needle. 
A  rib  was  resected,  and  24  oz.  of  pus  with  air  were  evacuated. 
The  condition  was  then  found  to  be  one  of  pyo-pneumothorax. 
I  saw  him  once  again  about  a  couple  of  months  ago.  He 
had  been  attending  the  out-patients'  for  a  sinus  left  by  the 
empyema.  An  energetic  dresser  had  syringed  out  his  cavity 
with  some  antiseptic,  and  had  nearly  choked  him  by  the 
passage  of  the  fluid  through  the  oritice  in  the  lung  into  the 
trachea. 

Case  6.  Traumatic  left  ■phurif>rj,  vith  abdominal  i<ignf< ; 
laparotomy. — A  labourer,  get,  38,  was  admitted  under  my  care 
in  February,  1901,  giving  the  following  history  : — He  was 
assisting  to  unload  deal  planks  from  a  barge  when  one  swung 
round  suddenly  whilst  hanging  from  the  crane  and  struck  him 
\*iolently  over  the  lower  left  ribs,  precipitating  him  twelve 
feet  into  the  barge,  where  he  alighted  on  the  back  of  his 
head.  He  was  slightly  concussed,  and  had  a  scalp  Avound  in 
the  occipital  region.  He  soon  recovered  from  the  shock  of 
the  fall,  and  the  only  sign  of  the  injury  which  could  be  made 
out  was  a  fracture  of  two  of  his  left  lower  ribs,  probably  the 
ninth  and  tenth  ;  but  he  was  so  muscular  a  man,  and  the  part 
so  tender,  that  the  exact  ribs  broken  could  not  be  determined. 
Within  twelve  hours  of  admission  a  pleuritic  rub  was  heard  in 
the  region  of  the  broken  ribs. 

Next  day  acute  abdominal  signs  appeared.  He  complained 
of  violent  atxlominal  pain,  which  Avas  worse  down  the  left  side 
of  the  abdomen.  His  belly  was  rigid  all  over,  but  especially 
in  the  left  hypochondrium  and  lumbar  regions,  but  the 
abdominal  wall  still  moved  on  respiration.  Ill-defined 
dulness  was  found  down  the  left  side,  and  this  was  thought  to- 
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be  due  to  blood  in  tlio  peritoiu'uiii.  He  vomited  continuously, 
and  the  voniitus  soon  became  bilious.  His  Ijowels  had  not 
been  opened  since  he  was  admitted,  and  an  enema  of  a  pint 
and  a  half  of  soap  and  water  was  given.  This  was  retained. 
Retention  of  urine,  Avhich  had  been  present  since  admission, 
persisted.  His  temperature  was  99°,  and  his  pulse  75  and  of 
good  volume.  A  diagnosis  was  made  of  laceration  of  the 
spleen,  with  recurrent  hteniorrhage ;  and  laparotomy  was 
decided  upon. 

I  must  admit  that  this  diagnosis  was  largely  due  to  the 
fact  that  within  a  fortnight  a  very  similar  case  had  been 
admitted  to  the  same  ward  and  did  not  develop  any  marked 
abdominal  signs  until  the  fifth  day,  when  he  was  to  have  left 
the  hospital.  On  that  day  he  collapsed,  and  his  abdomen 
became  distended,  and  much  free  fluid  was  discovered. 
Laparotomy  was  performed,  and  the  spleen  found  torn  nearly 
in  two.  He  died  of  hi^morrhage  on  the  table  whilst  the 
clots  were  being  displaced  to  find  the  pedicle. 

The  abdomen  of  the  present  case  was  opened  in  the 
left  linea  semilunaris,  and  the  abdominal  contents  found 
absolutely  normal.  The  dulness  Avas  explained  by  the 
enormous  muscular  development  of  the  abdominal  Avail, 
which  Avas  so  great  that  the  recti  and  lateral  abdominal 
muscles  projected  into  the  peritoneum  as  rounded  masses, 
Avhich  were  at  first  thought  to  be  luematomata.  The  man  A\'as 
by  trade  a  deal-runner.  Some  idea  of  the  spasm  may  be 
gained  by  the  fact  that  strand  after  strand  of  ordinary  silk- 
Avorm  gut  snapped  Avithout  drawing  the  edges  of  the  incision 
together,  and  finally  the  stoutest  silk  had  to  be  employed  and 
the  anaesthetic  vigorously  pushed  before  the  abdominal 
Avound  Avas  closed.  He  healed  by  first  intention,  and  made  an 
uninterrupted  recovery. 


The  Simulation  op  Acute  Peritonitis  by  Pleueo- 
PNEUMONic    Diseases. 

Andral  (1)  appears  to  haA'e  recognised  this  condition 
clearly  in  1836,  and  in  his  book  narrates  se\'eral  typical  cases. 

Watson  (2),  in  his  admirable  text-book  of  Medicine, 
quotes  Andral,  and  refers  to  cases  of  his  OAvn  in  Avhich  pleurisy 
at  the  right  base  simulated  hepatitis,  but  he  does  not  appear 
to  have  recognised  the  possibility  of  confusing  diaphragmatic 
pleurisy  Avith  acute  peritonitis.     Fagge  knew  the  condition 
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well;  in  liis  text-book  he  says,  "  In  exceptional  cases  the  pain 
is  referred  to  the  terminal  branches  of  the  intercostal  nerves; 
to  the  hvpochondrium,  so  as  to  lead  to  a  mistaken  diag-nosis  of 
hepatitis ;  to  the  loins,  so  that  the  case  has  been  called  one  of 
lumbago ;  or  to  the  neighbourhood  of  the  umbilicus,  so  that 
peritonitis  has  been  suspected;'*  and  in  a  note  he  adds,  ''I 
have  myself  had  a  patient  Avhose  sole  complaint  was  of  pain 
in  the  crista  ilii.  I  feel  sure  that  if  it  had  not  happened  that  a 
short  time  before  mv  attention  had  been  specially  directed  to 
this  question  I  should  have  failed  to  discover  that  he  had 
pleurisy,  althouo-h  on  applying  mv  stethoscope  I  at  once  heard 
arub.— C.  H.  F."  (3). 

Modern  medical  writers  for  the  most  pait  are  vague  in 
their  reference  to  this  class  of  case,  and  many  do  not  even 
refer  to  them  at  all.  The  condition  is  altogether  unknown  to 
surgeons  if  we  judge  from  their  text-books,  and  this  is  all  the 
more  unfortunate,  as  it  is  they  who  will  open  the  belly  of  the 
pleuritic  patient  should  they  be  ignorant  of  this  condition 
after  they  have  caused  ether  to  be  administered.  My  excuse 
for  this  paper  is  to  call  attention  to  a  pitfall  in  surger}^  into 
which,  as  you  have  heard,  I  have  fallen  myself. 

The  thoracic  diseases  ichich  can  give  rise  to  such  severe 
abdominal  signs  as  to  simulate  i:)eyitonitis  are  all  situated  in 
the  lower  part  of  the  chest,  either  in  the  base  of  the  lung  or 
the  adjacent  pleura,  diaphragmatic  or  parietal.  Three  of  my 
cases  were  'pleuro-pneumonias  of  the  base  of  the  lung  and 
involving  the  diaphragm.  Two  were  cases  in  Avhicli  ap- 
parently a  tubercular  focus  in  the  apex  of  the  lower  lobe 
ruptured  into  the  pleural  cavity,  producing  yiyo-pneiimothora.r. 
One  case  was  most  interesting  in  that  the  'pleurisii  was 
traumatic  and  due  to  a  localised  injury,  and  associated  with 
broken  ribs;  it  was  recognised,  and  yet  the  abdomen  was 
opened,  so  definite  were  the  abdominal  signs. 

The  abdominal  signs  a)td  si/mjjtoms  ichich  maij  arise  in 
such  conditions  are  conveniently  divided  into  (a)  parietal  and 
ijj)  visceral. 

(a)  Parietal. — The  abdominal  wall  is  acutely  tender  and 
painful.  The  tenderness  often  extends  over  the  whole  belly, 
but  in  some  cases  it  is  unilateral;  it  may  be  present  only 
above  or  below,  or  be  more  intense  in  these  situations. 
It  will  readily  be  seen  that  such  acute  abdominal  pain  and 
hyperesthesia  in  the  right  hypochondrium  may  be  mistaken 
for  hepatic  and  biliary  diseases,  whilst  in  the  right  iliac 
region    an    appendicitis    would    at    once    suggest    itself,  and 
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in  the  epigastrium  a  jierfoi-atod  gastric  ulcer.  The  abdominal 
muscles  are,  moreover,  in  spasm,  so  that  the  belly  wall  is 
board-like  and  hard.  So  great  is  this  spasm  that  the  deepest 
anaesthesia  is  necessary  to  relax  it,  and  the  pupils  will  be 
widely  dilated  before  the  belly  becomes  soft.  This  has 
practical  application,  for  if  the  intestines  are  allowed  ta 
escape  they  will  be  returned  to  the  belly  with  the  greatest 
difficulty,  and  the  surgeon  will  find  that  the  stoutest  silk 
alone  will  stand  the  strain  necessary  to  close  the  wounds 
The  respiration  is  of  the  costal  type,  but  it  will  be  found  on 
placing  the  hand  upon  the  belly  wall  that  this  relaxes  for  a 
moment  at  each  inspiration,  and  this  is  an  important  diagnostic 
sign.  Writers  on  diaphragmatic  pleurisy  insist  on  the  impor- 
tance of  unilateral  exaggeration  of  costal  respiration  on  the 
side  of  the  chest  affected. 

(b)  T/ie  visceral  signs  are  distributed  along  the  whole  length 
of  the  alimentary  canal.  Gastric  disturbance  leads  to  nausea, 
hiccough,  and  vomiting,  which  may  be  urgent  and  become 
bilious.  The  intestines  are  apparently  more  or  less  paralysed, 
so  that  the  abdomen  becomes  distended,  and  this,  with  the  ten- 
derness and  spasm  of  the  abdominal  Avail  already  referred  to, 
produces  a  most  deceptive  resemblance  to  peritonitis.  Con- 
stipation is  nearly  always  present,  and  enemas  may  be  retained,, 
so  that,  apparently,  the  o-ectum  has  lost  its  irritability.  Even 
the  profound  vascular  changes  we  are  in  the  habit  of  associ- 
ating with  severe  lesions  in  the  splanchnic  area  are  frequently 
present,  at  least  at  the  onset  of  the  attack,  although  it  must 
be  admitted  they  do  not  often  persist  or  become  more  severe- 
as  the  disease  develops. 

The  patient  is  often  collapsed  at  the  onset  of  the  pain.. 
The  extremities  are  cold,  and  beads  of  sweat  may  break  out  on 
the  forehead,  whilst  the  features  are  pale  and  pinched;  but  in 
none  of  my  cases  did  I  see  the  rings  round  the  eyes,  or  the 
dry,  shrivelled  tongue  one  associates  with  general  suppurative 
peritonitis. 

The  diagnosis  is  nearly  always  easy  if  suspicion  is  aroused 
and  the  surgeon  is  aware  of  this  close  simulation.  The  chief 
points  to  be  observed  are  the  rapidity  of  the  respiration,  often 
40  a  minute  or  more,  which  is  out  of  all  proportion  to  the  pulse 
rate,  which  is  seldom  so  frequent  as  100  a  minute,  and  is  not 
weak  or  wiry.  The  respiration  will  often  exhibit  the  curioits 
catch  at  the  top  of  inspiration  which  is  characteristic  of 
pleurisy.  The  abdominal  tenderness  is,  moreover,  found  to 
be   chiefly  superficial,  and  firm,  deep  pressure  with  the  flat 
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hand  may  be  permitted.  It  will  then  be  found  that  the 
abdominal  wall  becomes  soft  for  a  moment  at  each  inspira- 
tion, which  is  not  the  case  in  peritonitis.  The  absence  of 
rings  round  the  eyes,  and  a  temperature  of  about  103°,  should 
also  make  one  hesitate  to  diagnose  a  serious  and  general 
peritoneal  infection. 

When  once   a  suspicion  has  dawned  on  the  mind  of  the 
surgeon,  the  patient  is  comparatively  safe,  for  an  examination 
of  the  suspected  side  of  the  thorax  will  reveal  some  dulness 
or  friction-sound,  or  some  excess  of  costal  movement  on  that 
side  over  the  other  which  "will  lead  him  to  pause  and  perhaps 
consult  his  medical  colleague  ;  but  it  must  be  frankl}'  admitted 
that  direct  thoracic  signs  are  often  almost  entirely  lacking  for 
twenty-four    hours    or    more.      The    great    danger    after  all 
appears  to  arise  from  auto-suggestion  by  the  patient's  sur- 
roundings and  the  circumstances  under  which  he  is  first  seen. 
The  surgeon  is  summoned  by  his  house  surgeon  perhaps  in 
the    dead    of    night    to    see    a    case    of    "acute    peritonitis, 
probably  of  appendix  or  gastric-ulcer  origin."    He  goes  to  his 
well-known  ward  where  he  has  seen  series  of  cases  of  every 
phase  of  abdominal  disease,  but  seldom  or  never  pleurisy  or 
pneumonia.     There  he  finds  a  patient    suffering  from  acute 
abdominal  pain,  perhaps  vomiting,  and  the  house  surgeon  tells 
him  he  has  retained  an  enema.     The  pain  the  patient  is  in, 
and  perhaps  his  cries  when  he  is  being  examined,  disturbing 
the  whole   ward    as    the}"  do   at  night,  prevent    a   complete 
examination.     It   may   be    that   the    surgeon    is    not    quite 
satisfied     that     the     signs     undoubtedly     indicate     general 
peritonitis,  but  his  clinical  experience  at  once  reminds  him 
how  vague  the  signs  of  general  peritonitis  may  be;  of  the 
case  of  ruptured  liver  or  spleen  in  which  the  sigms  Avere  so 
vague  for  three  or  four  days  that  operation  was  postponed 
until  too  late;  or  of  that  case  of  ruptured  gut   which,   for 
two  daySj  was  supposed  to  be  abdominal  contusions.     Under 
such   circumstances  it  is  really  not  surprising  that  patients 
exhibiting  the  signs  I  have  mentioned  are  sometimes  operated 
on.     This  is  an  accident  always  to  be  deplored,  for  very  fre- 
quently ether  is  administered,  and  adds    bronchitis    to    the 
pre-existing  lung   condition,  whilst  an  extensive  abdominal 
incision  seriously  hinders  coughing.     The  only  guard  against 
such  deplorable  accidents  is  to  recognise  the   possibility  of 
their  occurrence ;  and  that  is  my  excuse  for  this  paper  and 
the  record  of  these  cases. 
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The  yatliohxju  is  one  of  referred  pain,  and  divides  itself 
into  three  heads  : 

1.  Irritation  in  continidty  of  the  lower  six  dorsal  nerves 
will  explain  the  hyperassthesia  and  spasm  of  the  abdominal 
wall.  These  intercostal  nerves  supply  the  diaphragm  and 
lower  part  of  the  pleura,  and  here  their  branches,  if  not  their 
trunks,  will  be  irritated  by  acute  inflannuatory  processes.  In 
this  connection  it  is  interesting  to  note  that  three  of  my  six 
cases  terminated  in  suppuration.  This  seems  to  indicate 
that  the  inflammation,  in  order  to  j^roduce  such  abdominal 
signs,  must  be  severe  enough  to  penetrate  to  the  nerve-trunks 
themselves  and  produce  actual  neuritis.  The  terminations  of 
the  seventh  to  the  eleventh  dorsal  nerves  pass  to  the  ab- 
dominal Avail,  and  supply  the  skin  and  muscles  there.  If  the 
seventh,  eighth,  and  ninth  nerves  are  chiefly  affected  the 
acute  epigastric  tenderness  and  spasm  will  closely  simulate  a 
perforated  gastric  ulcer;  or  if  chiefly  hypochondriac,  and  on 
the  right  side,  hepatitis  or  gall-bladder  trouljle.  When  the 
tenth  dorsal  nerve  is  mainly  affected,  the  pain  is  referred  to 
the  umbilicus,  as  it  is  in  so  many  abdominal  complaints, 
whilst  the  area  of  the  tenth  and  eleventh  dorsal  nerves  on  the 
right  side  is  that  in  which  the  signs  of  an  acute  appendicitis 
develop.  Moreover,  the  presence  of  tenderness  and  spasm  on 
the  left  side  in  the  tenth  and  eleventh  dorsal  areas  does  not 
exclude  appendicitis,  for  in  the  early  stage  of  this  affection 
the  pain  may  be  referred  to  that  side. 

2.  Referred  visceral  'pain  has  been  most  exhaustively 
studied  by  my  colleague.  Dr.  Henry  Head  (4),  and  it  explains 
referred  abdominal  signs  from  lung  diseases  without  pleurisy. 
The  seventh,  eighth,  and  ninth  dorsal  rami  communicantes 
are  those  which  supply  the  lungs.  When  broncho-pneumonia, 
phthisis,  or  bronchitis,  but  not  lobar  pneumonia,  supervene, 
even  without  pleurisy,  impulses  may  pass  up  to  the  posterior 
root-ganglia  of  these  nerves  and  there  produce  such  changes 
that  normal  impulses  passing  through  these  ganglia  from  the 
terminal  branches  of  the  nerves  in  the  epigastrium  and  upper 
abdominal  wall  are  exalted  into  painful  impressions.  The 
spasm  follows  in  a  reflex  manner  from  the  jaain.  Dr.  Head 
tells  me  he  has  seen  such  cases,  but  none  of  those  related 
here  are  explicable  on  this  pathology. 

3.  Of  the  pathology  of  the  visceral  signs  to  which  we  have 
referred,  gastric,  intestinal,  rectal,  and  vascular,  we  know 
very  little.  Perhaps  they  are  the  result  of  a  reflex  in  the 
reverse  direction   to  that  to  which  we  have  just  alluded,  so 
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that  irritation  of  the  six  loAver  intercostal  nerves  by  a 
pleurisy  produces  disturbance  in  the  distribution  of  the  three 
splanchnic  nerves  "which  are  derived  from  the  same  level  of 
the  spinal  cord.  On  the  other  hand,  it  may  be  due  to  irrita- 
tion of  these  nerves  in  continuity  as  they  lie  beneath  the  pleura 
or  pass  through  the  diaphragm  to  the  great  sympathetic 
plexuses  and  ganglia  of  the  abdomen. 
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XXIII. — Congenital  Diffuse  Li/mjjhaugioina  terminating 
in  Lymphosarcoma  after  Lymphangitis,  with  a  con- 
tinuous Hectic  Fever  for  three  months  affecting  the 
Lower  Ed'treniity  of  a  girl  aged  four.  By  Walter 
G.  Spencee,  M.S.     Read  May  9,  1902. 

AGrlRL  set.  A,  admitted  to  the  Westminster  Hospital  on 
April  5,  died  on  July  5,  1901. 

Clinical  history. — The  father  stated  that  the  child  had 
been  born  with  the  right  leg  larger  than  the  left,  but  had 
always  run  about  and  played  like  other  children,  so  that  no 
attention  had  been  paid  to  it. 

A  few  days  before  admission  the  limb  had  become  much 
swollen  and  inflamed  without  any  assignable  cause. 

On  admission  the  whole  right  lower  limb  was  much 
enlarged,  the  foot,  lower  leg,  and  upper  thigh  slightly  so,  by 
oedema ;  the  uj^per  third  of  the  leg  and  lower  third  of  the 
thigh  were  more  than  double  the  opposite  side,  red,  tensely 
elastic,  and  very  tender.  The  temperature  was  high,  reach- 
ing 1 05°  P.,  the  pulse  rapid  and  weak.  CEdematous  fluid  drawn 
from  the  limb  contained  at  one  time  streptococci,  at  another 
staphylococci,  but  there  was  no  suppuration  discovered,  nor 
other  affection. 

The  patient  was  at  first  given  repeated  5-c.mm.  doses  of 
antistreptococcal  serum  without  any  effect  whatever.  As  the 
child  seemed  very  ill  amputation  through  the  middle  of  the 
thigh  was  proposed,  but  declined  by  the  father.  In  view  of 
the  termination  of  the  case  it  is  doubtful  whether  amputation 
would  have  been  of  service.  When  the  father  later  on  desired 
amputation  it  was  clearly  too  late,  for  then  the  new  growth 
had  become  evident  in  the  iliac  fossa. 

To  relieve  pain  and  tension  small  incisions  were  at  various 
times  made  into  the  thigh,  upper  leg,  groin,  and  loin,  and 
boric  acid  fomentations  employed.  From  the  incisions  escaped 
serous  fluid  with  fibrinous  casts  of  the  distended  lymphatic 
space — white  globular  masses  the  size  of  peas  and  beans. 
As  the  limb  was  kept  elevated  the  lower  thigh  tended  to 
become  less  swollen,  the  upper  thigh  and  buttock  to  enlarge, 
and  the  groin  and  loin  to  get  more  cedematous.  After  six 
weeks  the  right  labium  majus  had  become  so  large  and  tense 
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as  to  require  puncture.  After  ten  weeks  the  right  loin  was 
tense  with  oedema,  and  from  small  incisions  the  casts  of  the 
lymphatic  spaces  already  mentioned  escaped.  Meanwhile 
the  oedema  of  the  abdominal  wall,  in  the  inguinal  region, 
became  replaced  by  hard  masses  filling  the  iliac  fossa.  For 
the  first  time,  just  before  death,  a  collection  of  pus  formed 
subcutaneously  in  the  upper  part  of  the  thigh ;  no  chylous 
fluid  ever  escaped,  nor  did  lymph  vessels  appear  on  the  skin, 
which  was  not  even  rugose. 

The  patient  suffered  from  pain  to  a  variable  degree ; 
vomiting  occurred  nearly  every  da}* ;  there  was  sweating 
when  the  temperature  rose  high,  but  there  Avas  never  a 
rigor. 

The  temperature  showed  that  there  was  every  evening 
a  rise  to  103°  or  105°  F.,  and  an  early  morning  fall  to  normal 
or  below,  to  97°  or  even  96°  F.  The  pulse  continued  through- 
out about  130  to  140,  but  on  many  days  rose  higher,  to  170 
or  even  180.  The  respiration  vai-ied  between  35  and  40  per 
minute. 

Post-nwrtem  examination. — There  was  extreme  emaciation 
of  the  entire  body,  except  the  right  lower  limb,  the  labium 
majus,  and  the  iliac  fossa.  Beyond  a  little  broncho-pneumonia, 
all  other  organs  were  normal.  The  right  lower  limb  was 
much  enlarged  ;  the  circumference  at  the  middle  of  the  right 
thigh  was  12  ^  inches  against  6  inches  on  the  left,  and  there  was 
a  corresponding  disparity  in  other  parts.  In  the  neighbour- 
hood of  the  right  sacro-iliac  synchondrosis,  and  extending 
thence  into  the  substance  of  the  psoas  and  iliacus  muscles  and 
into  the  pelvis,  was  an  ill-defined  spongy  mass,  which  on 
section  showed  definite  angiomatous  cavities,  partly  filled  by 
clear  lymph  which  escaped  on  section,  partly  by  blood-clot. 
No  definitely  enlarged  lymphatics  were  seen.  The  tissues  of 
the  affected  limb  were  enormoush^  oedematous  down  to  and 
including  the  periosteum,  and  in  the  subcutaneous  tissue 
were  numerous  cysts  surrounded  by  lymphangiomatous  tissue. 
But  the  skin,  except  for  the  surgical  incisions,  was  not 
altered. 

The  Peculiarities  presented  by  the  Case. 

It  was  of  congenital  origin,  as  distinguished  from  acquired. 
The  disease  consisted  in  a  dilatation  of  lymphatic  spaces  with 
a  new  formation  of  intercystic  tissue  replacing  connective 
tissue,  subcutaneous,  intermuscular,  and  periosteal,  whilst 
there  was  no  sign  of  lymphatic  vessels  dilated  by  obstruction 
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above.     The  skin  was  not  involved,  no  vesicles  formed  on  the 
surface,  so  that  no  lymph  nor  chyle  escaped. 

The  case  is  thus  to  be  distino-uished  from  that  fully  described 
by  Day,  including  the  termination  and  post-mortem  examina- 
tion (in  the  Clinical  Society's-  Transactions,  1869,  vol.  ii,  p. 
104,  and  1878,  vol.  xi,  p.  214).  A  boy  was  first  noted,  when 
aged  two  and  a  half  years,  to  have  the  right  leg  larger  than 
the  left,  which  slowly  increased  with  intermittent  attacks  of 
inflammation  and  extended  to  the  prepuce.  Chyle  began  to 
escape  at  five  years  of  age,  and  the  patient's  history  until 
his  death  from  exhaustion,  when  aged  sixteen,  was  that  of 
intermittent  discharges  of  chyle  and  inflammatory  attacks. 
Post-mortem  examination  revealed  only  an  involvement  of 
the  subcutaneous  tissue,  not  of  the  deeper  connective  tissue, 
nor  of  the  lymphatic  glands,  nor  of  the  lymphatic  trunks. 
There  was  no  new  growth. 

A  nearer  parallel  is  to  be  found  in  the  case  described  by 
Sir  Thomas  Smith  as  "  nevoid  elephantiasis  "  {St.  Bartho- 
lomew's Hdspitol  Reports,  1869,  vol.  v,  p.  147). 

In  a  girl  the  left  limb  had  been  enormously  enlarged  at 
birth,  and  at  nine  months  the  enlargement  involved  also  the 
buttock.  Not  onh'  was  the  skin  alfected  by  a  wide-spread 
naevus,  but  the  whole  limb  was  involved  by  a  venous  or 
cavernovis  haemangioma. 

The  case  now  described  was  a  lymphangioma  not  connected 
with  the  blood-vessels  further  than  by  the  extravasation  of 
blood  into  the  lymphatic  spaces.  A  full  post-mortem  exami- 
nation was  not  made  in  Sir  Thomas  Smith's  case,  but  there 
was  no  evidence  of  new  growth  further  than  of  the  venous 
haemangioma. 

A  case  described  by  Langhans  {Virchoic's  Archiv,  1879, 
Bd.  75,  S.  293),  of  lymphangioma  affecting  the  left  leg  in  a 
boy  aged  seven  months,  is  similar  to  mine  in  tliat  the  subcu- 
taneous intermuscular,  perivascular,  and  periosteal  connective 
tissues  were  all  involved  in  a  degree  most  marked  from  below 
upwards  whilst  the  skin  was  free. 

Langhans  especially  describes  the  disease  as  a  diffuse 
lymphangioma,  consisting  not  only  of  a  dilatation  of  lymphatic 
spaces,  but  of  a  new  growth  in  the  connective  tissue.  This 
child  died  from  pyannia  at  seven  months,  following  excisions 
of  small  pieces  from  the  leg,  the  disease  not  having  extended 
beyond  the  thigh,  and  no  solid  neAV  growth  being  found, 
although,  had  the  child  lived,  the  course  pursued  might  have 
been  similar  to  mine. 
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Cases  of  lympho-sarcoma  have  arisen  in  the  lymphatics  of 
the  groin  of  children,  e.  g.  in  Hobson's  case  [Pathological 
Society's  Transactions,  1882,  vol.  xxxiii,  p.  300).  A  large  mass 
involved  the  right  inguinal  region  and  pelvis  of  a  girl  aged 
four  with  extensions  in  the  liver,  pancreas,  kidneys,  ovaries, 
etc.,  but  this  had  not  been  preceded  by  a  diffuse  lymphangioma 
of  the  lower  limb. 

There  appears  a  close  analogy  between  the  disease  in  my 
case  and  that  of  some  forms  of  macroglossia,  except  that  there 
was  no  lymphatic  naevus  on  the  skin. 

I  may  be  allowed  to  refer  to  the  chapter  on  macroglossia  in 
Diseases  of  the  Tongue,  by  Butlin  and  Spencer,  p.  305,  also 
fig.  21,  p.  267.  There  are  mentioned  instances  of  congenital 
lymphangioma  of  the  tongue  ending  in  lympho-sarcoma.  One 
described  by  Hutchinson  was  noted  at  ten  years  of  age  to 
have  a  rough  papillary  growth  at  the  base  of  the  tongue,  and 
this  slowly  gTew  to  a  large  mass  requiring  the  removal  of  the 
tongue;  two  years  later  a  recurrent  growth  sprang  up  in  the 
mouth  and  caused  death  by  haemorrhage.  Eve  has  described 
a  Hunterian  specimen  in  the  College  of  Surgeons'  Museum  in 
which  a  lympho-sarcoma  had  grown  on  a  Ipnphangioma.  A 
boy  described  by  Perkins  had  at  four  years  a  lymphangioma 
the  size  of  a  pin's  head,  at  tAvelve  years  it  had  grown  to  the 
size  of  a  walnut,  at  twenty-five  it  had  filled  the  mouth  and  in- 
volved the  submaxillary  glands,  and  the  growth  recurred 
after  the  removal  of  the  anterior  three  fourths  of  the  tongue. 
In  our  description  of  macroglossia  we  show  that  masses  of 
small  round-cells  are  met  with  between  the  cysts  in  quite 
early  cases  of  a  similar  appearance  microscopically  to  lymph- 
adenoma  and  lympho-sarcoma. 


DESCRIPTION   OF   PLATE  X. 

To  illustrate  Mr.  Spencer's  paper  on  Congenital  DiflFuse  Lymphangioma 
terminating  in  Lympho-sai"coma. 
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XXIV. — A  case  of  Primarij  Sarcoma  of  the  Synovial 
Membrane  of  the  Anhle-joinf.  By  G.  R.  Turner. 
Read  May  D,  1902. 

ALBERT  K— ,  tot.  28,  was  aJniitted  into  St.  George's  Hos- 
pital in  January,  1902.  1\vo  months  previously  he  had 
knocked  his  foot  ao'ainst  a  brass  screw,  and  some  three  weeks 
after  this  injury  he  first  noticed  a  swelling  in  front  of  the  right 
ankle.  The  tumour  had  slowly  increased  in  size,  but  beyond 
making  his  foot  "seem  weak  "  caused  him  little  inconvenience. 
There  was  no  history  of  tubercle,  and  he  had  had  no  previous 
illness  of  any  importance.  In  front  of  his  right  ankle,  just 
anterior  to  the  external  malleolus,  was  a  liard  roundish  swell- 
ing about  If  by  H  inches  in  diameter,  apparently  not  elastic  or 
fluctuating,  and  Avhich  could  not  be  reduced  into  the  joint. 
There  was  no  obvious  connection  with  the  tendons.  A 
cutaneous  nerve  was  stretched  tightly  over  the  tumour. 

On  January  16  it  was  removed,  and  was  found  to  be  a 
growth  springing  from  the  synovial  membrane  of  the  ankle- 
joint.  On  incising-  the  anterior  ligament  the  tumour  came 
away  very  readily.  It  was  moulded  to  the  astragalus  on  its 
joint  surface,  which  was  concave  and  glistening.  There  were 
outgrowths  and  excrescences  in  front  and  on  the  edges,  and 
in  places  it  was  of  a  dark  brown  colour. 

Dr.  Eolleston  reported  as  follows  : 

"  Microscopically  the  growth  was  a  mixed-cell  sarcoma 
containing  some  large  cells  with  several  nuclei,  which,  how- 
ever, were  not  the  giant-cells  of  a  myeloma.  There  Avas  a 
fair  amount  of  fibrous  tissue,  and  in  places  chondrification 
was  taking  place.  The  growth  was  therefore  a  fibrif ving  and 
chondrifying  mixed-cell  sarcoma." 

There  was  notliing  of  importance  to  note  during  the 
patient's  convalescence.  He  attended  one  of  the  clinical  even- 
ings of  the  Society,  when  the  tumour  and  microscopical  speci- 
mens were  exhibited.  He  has  perfect  movement  of  the  ankle- 
joint,  and  no  trace  of  any  further  growth  or  recurrence. 

The  main  interest  of  this  case  depends  on  the  fact  that 
the  tumour  was  a  i^rimanj  sarcoma  of  a  synovial  membrane. 
Such  tumours  are  exceedingly  rare. 

Sarcoma  may,  of  course,  begin  in  the  periosteum  in  the 
immediate  neighbourhood  of  a  joint,  and  subsequently  involve 
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the  synovial  membrane,  but  nothing  of  this  kind  had  taken 
place  here.  It  was  distinctly  primary  and  absolutely  limited 
to  the  serous  membrane.  The  other  structures  of  the  joint 
au'l  its  surrounding  were  perfectly  healthy. 

The  only  other  case  of  primary  sarcoma  of  a  synovial 
membrane  of  a  joint  that  I  know  of  is  one  published  by  Mr. 
Howard  Marsh  in  the  thirty-second  volume  of  this  Society's 
Transactions.  The  knee  was  the  joint  implicated,  and  a 
spindle-celled  sarcoma  was  removed  from  the  subsynovial 
tissue.  It  recurred  in  the  scar  after  nearly  three  years.  In 
all  the  disease  was  removed  locally  five  times,  and  the  thigh 
was  eventually  amputated.     There  were  no  secondary  deposits. 

Dr.  Henry  F.  Bellamy  [Journal  of  Fathologii,  vol.  vii, 
page  465)  has  drawn  attention  to  the  myeloid  tumours  of 
tendon  sheaths.  In  a  table  of  twenty-three  cases,  two  were 
connected  with  the  tendons  of  the  thumb,  eighteen  with  those 
of  the  fingers,  two  with  the  toes,  and  one  with  peronei 
tendons;  and  quite  recently,  at  the  Pathological  Society,  Mr. 
Gask  showed  a  specimen  (probably  an  endothelioma)  from 
the  sheath  of  the  tibialis  anticus. 

I  myself  have  removed  a  myeloma  from  the  tendon 
sheath  of  the  finger  of  a  young  lady  who  had  overstrained 
it  by  excessive  violin  practice.  These  tumours,  growing 
from  tendon  sheaths,  and,  according  to  Bellamy,  probably 
originating  from  the  endothelium  of  the  blood-vessels,  are 
myelomata  and  innocent,  and  differ  materially  in  micro- 
scopical structure  and  probably  in  clinical  characteristics 
from  the  primary  sarcomata  of  the  synovial  membranes  of 
joints.  Mr.  Howard  Marsh's  case  was  of  the  spindle-celled 
variety,  mine  a  mixed-cell  sarcoma. 

Looking  to  the  repeated  recurrences  in  difl^erent  places  of 
the  synovial  membrane  that  occurred  in  Mr.  Marsh's  case, 
one  cannot  look  with  confidence  to  tlie  future  of  my  own 
patient.  The  tumour,  however,  "popped"  out  so  readily,  and 
is  so  obviously  entirely  removed,  that  it  is  to  be  hoped  he 
may  escape  recurrence. 
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XXV. — ^1  cade  of  SdVcoYiKi  of  tie  Sijuocud  Membrane 
of  the  Knee.  By  Chaiilks  Baijkett  Lockwodd. 
Bead  Mai/  9,  1902. 

IN  October^  1894,  a  married  woman,  ict.  24  years,  was  under 
my  care  in  8t.  Bartholomew's  Hospital  on  account  of 
disease  of  the  right  knee.  Three  years  before,  in  1891,  the 
knee  swelled  and  became  jjainful  without  any  known  cause. 
The  pain  was  slight  but  continuous.  Stai'ting  pains  were 
absent.  She  could  not  kneel,  but  was  able  to  walk  "  fairly 
well."  AVhon  she  was  admitted  the  joint  was  slightly  flexed, 
but  possessed  almost  its  full  range  of  movement,  and  the 
movement  was  painless  except  in  extreme  flexion  or  full 
extension.  The  swelling  had  obliterated  the  patellar  fossas, 
and  was  clearly  confined  to  the  limits  of  the  fibrous  capsule. 
It  projected  most  upon  the  inner  side,  and  partially  obscured 
the  outlines  of  the  fennir  and  tibia,  but  did  not  bulge  into 
the  popliteal  space.  The  right  knee  was  three  quarters  of 
an  inch  larger  than  the  left,  the  circumference  being- 
measured  at  the  upper  end  of  the  patella.  The  swelling 
felt  rather  warmer  than  other  parts  of  the  limb,  and  was 
slightly  tender  on  pressure.  The  muscles  Avere  very  little 
wasted,  barely  half  an  inch  difl^erence  between  the  two 
calves.  The  body  temperature  was  not  raised  nor  the  pulse 
accelerated. 

On  December  19  the  patient  was  shown  at  consultations, 
and  the  general  opinion  was  that  the  case  was  one  of  tubercle 
of  the  synovial  membrane.  But  a  doubt  seems  to  haA'e 
existed,  for  some  one  raised  the  question  of  syphilis  of  the 
svnovial  membrane. 

Inasmuch  as  hardly  any  treatment  had  been  attempted  a 
knee  splint  and  mercurial  dressings  were  applied.  After 
a  while  the  patient  went  back  to  the  countr}'  wearing  a 
leather  splint,  and  with  instructions  to  return  for  observation 
and  inspection. 

Nothing  was  heard  or  seen  of  the  patient  for  many 
months  until  she  presented  herself  again  in  September,  1895. 
In  the  meantime  the  joint  had  gradually  got  worse,  and 
became  the  seat  of  constant  aching,  now  and  then  aggravated 
by  startings.  The  right  knee  was  slightly  flexed  and  the 
tibia  displaced  backwards  on  the  femur.     The  Avasting  of  the 
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tliio-li  amounted  to  three  inches.  The  swelling-  at  the  riffht 
knee-joint  had  increased  until  the  circumference  of  the  joint 
was  two  and  a  quarter  inches  greater  than  that  of  its  fellow. 
The  swelling  now  completely  obscured  the  outlines  of  the 
ends  of  the  femur  and  tibia,  and  also  the  outlines  of  the 
patella.  It  did  not  project  into  the  popliteal  space.  Its 
surface  was  slightly  protuberant  in  places,  rather  hot  to  the 
touch,  and  exceedingly^  tender  on  pressure,  especially  around 
the  patella.  The  skin  over  it  was  slightly  reddened  by 
hyper^emia,  and  some  of  the  veins  enlarged.  The  swelling 
now  felt  softer,  and  towards  the  inner  side  was  thought  to 
fluctuate.  On  admission  the  body  temperature  was  98°  F. 
Three  days  later  it  rose  to  99"6°,  and  next  day  to  102"1°,  and 
then  to  101*2°,  after  which  it  subsided  to  98°  again.  I 
mention  this  fact  because  the  rise  of  tem]3ei*ature  helped  to 
confirm  the  opinion  that  we  still  had  to  deal  with  an  inflam- 
matory affection  of  the  synovial  membrane  of  the  knee. 
Also  I  think  that  it  will  be  conceded  that  the  local  conditions 
were  very  strongly  in  favour  of  this  diagnosis.  If  this  be 
doubted  let  me  recall  the  muscular  wasting,  the  flexion  of  the 
knee,  the  displacement  of  the  tibia  backwards,  the  redness, 
pain  and  swelling,  and  the  softening,  too,  at  the  inner  side. 

Acting  on  the  assumption  that  the  case  was  one  of 
progressive  tuberculous  disease  of  the  synovial  membrane  of 
the  knee,  I  performed  resection  on  September  25,  1895.  The 
joint  was  laid  bare  by  a  semilunar  incision  which  divided  the 
ligamentum  patellas.  The  flap  including  the  patella  was 
turried  up.  This  brought  into  view  the  mass  of  very  soft 
material  which  was  pronounced  at  the  time  to  look  "  almost 
like  sarcomatous  growth."  This  entirely  filled  the  capsule  of 
the  joint,  and  had  destroyed  the  crucial  ligaments,  and  part 
of  the  patella,  and  articular  surfaces  of  the  femur.  Half  of 
the  patella  and  the  whole  of  the  condyles  of  the  femur  had 
to  be  removed  before  healthy  bone  was  reached.  The 
cartilage  of  the  tibia  was  intact.  The  patella  and  femur 
were  thought  to  be  carious.  But  at  this  stage  my  suspicions 
were  aroused  by  the  complete  absence  of  any  caseous 
material  or  of  any  tuberculous  abscesses.  Some  of  the 
tissues  were  sent  for  pathological  examination,  and  the  late 
Dr.  Kanthack  reported  that  it  consisted  of  "  spindle-celled 
sarcoma."'  Mr.  James  Berry  also  examined  another  portion, 
and -reported  that  it  was  "oval-celled  sarcoma." 

The  result  of  this  operation  was  most  unfortunate.  The 
operation  lasted  an  hour  and  a  half,  and  was  attended  by  a 
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moderate  «T,inount  of  hanuorrhage,  but  followed  by  consider- 
able shock  and  collapse.  By  night  these  had  worn  off,  and 
her  condition  was,  with  the  exception  of  pain,  considered 
satisfactory.  A  morphia  injection  was  given  for  the  pain. 
Towards  midnight  the  faintness  and  collapse  recurred,  and 
she  suddenly  died  of  syncope,  eleven  hours  after  the  com- 
mencement of  the  operation. 

A  post-mortem  examination  was  held,  and  Mr.  Berry 
reported  that  no  secondary  deposits  could  be  found,  and  that 
"  all  signs  of  disease  had  been  completely  removed  from 
the  knee."  Also  that  the  abdominal  viscera  were  very 
bloodless. 

Looking  back  upon  the  clinical  history  of  this  case  of 
sarcoma,  I  believe  that  should  another  like  it  be  seen  I 
should  again  be  deceived.  The  clinical  notes,  which  were 
written  before  the  nature  of  the  disease  was  known,  would 
describe  almost  an}'  case  of  progressive  tuberculous  inflam- 
mation of  the  synovial  membrane  of  the  knee.  I  can  only 
detect  two  clinical  signs  which  might  have  excited  suspicion. 
It  may  be  remembered  that  when  the  patient  was  first  seen 
in  October,  1894,  the  swelling  of  the  synovial  membrane  was 
already  considerable.  Now  this  was  associated  with  two 
features  which  were  hardly  ever  met  with  in  the  advanced 
stages  of  the  tubercle  of  the  synovial  membrane  :  first, 
muscular  wasting  was  almost  absent ;  second,  the  joint  Avas 
still  capable  of  a  wide  range  of  painless  movement.  Perhaps, 
too,  the  history  may  have  been  misleading.  Three  years  is  a 
very  long  time  for  the  growth  of  a  soft  sarcoma,  but  is  quite 
in  accord  with  the  presence  of  tuberculous  disease. 
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XXVI. — ^1  case  iUii.stratiiuj  some  of  the  clinical  featarea 
of  "  Horizontal "  Dilatation  of  the  Left  Auricle.  By 
Wm.  Ewart,  M.D.,  and  Sir  Isambakd  Owen,  M.D. 
Read  May  9,  1902. 

rPHE  present  case,  which  Avas  exhibited  before  the  Society 
-L  on  January  24th,  1902,  is  believed  to  be  the  first  in 
which  a  clinical  diagnosis  was  made  of  that  extreme  variety 
of  dilatation  of  the  left  auricle  which  was  introduced  to  our 
knowledge  as  a  post-mortem  finding  in  the  remarkable  case 
brought  before  the  Society  last  year,  and  in  which  the 
enlargement  is  such  as  to  cause  the  left  auricle  to  approach 
the  right  infra-mammary  surface  be^'ond  the  boundary  of  the 
right  auricle  itself,  and  to  pulsate  in  that  region  like  an  intra- 
pericardial  aneurysm. 

The  name  horizontal  dilatation  is  perhaps  that  which  will 
best  identify  this  variety  of  major  dilatation.  The  more 
common  form  is  Avell  known  to  pathologists.  It  expands  the 
auricle  symmetrically,  but  chiefly  in  the  vertical  diameter, 
tending  to  raise  both  main  bronchi  and  perhaps  to  compress 
both  pulmonary  roots ;  whereas  the  horizontal  dilatation 
takes  place  chiefly  towards  the  right,  and  need  not  affect  the 
left  main  bronchus  or  the  root  of  the  left  lung. 

A  complete  description  of  the  clinical  features  of  this 
affection  is  not  yet  possible.  Nevertheless,  as  its  earlier 
recognition  and  its  earlier  treatment  are  urgent  indications, 
we  have  endeavoured  to  bring  ovit,  by  comparing  the  clinical 
record  of  the  original  case  (a  record  unbiassed  by  any  know- 
ledge of  the  possibility  of  this  condition)  and  that  of  the 
present  one,  some  of  the  broad  lines  Avhich  may  in  the  future 
facilitate  its  identification,  in  so  doing  we  make  the  reser- 
vation that,  although  we  have  reasons  to  regard  the  present 
case  as  an  instance  in  point,  this  cannot  be  proved  with 
absolute  certainty. 

Notes  of  the  Case. 

"  C.  W.,  tBt.  32,  male,  omnibus  driver  for  seventeen  years, 
of  moderate  habits  as  regards  alcohol,  had  been  previously 
quite  free  from  illness  and  ailments,  except  winter  coughs  and 
colds,  and  an  attack  of  right-sided  pneumonia  in  1896. 
Rheumatism,  chorea,  scarlet  fever,  and  syphilis  were  denied. 
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His  present  illness  dates  from  a  'chest  cold'  caug-lit  one 
month  prior  to  his  admission  into  St.  (xeorge's  Hospital 
under  the  care  of  Dr.  Ewart  on  November  20,  1901  [Med. 
Reg.,  No.  1979,  1901)."  In  the  interval  he  had  kept  at 
work  (in  spite  of  shortness  of  breath  and  palpitations  during- 
the  last  fourteen  days)  until  November  19,  Avhen  he  was 
unable  to  get  up.  For  fourteen  days  also  he  had  begun  to 
be  propped  higher  in  bed  during-  the  night ;  and  there  had 
been  heavy  sweats  the  last  three  nights. 

On  admission. — Face  a  little  puffy,  with  bluish  dusk}'  lips 
and  complexion,  and  external  jugular  veins  filled,  but  not 
greatly  distended  or  visibly  pulsating.  No  ascites  and  hardly^ 
any  anasarca.  Pulse  irregular,  quick,  Avith  many  small  beats.. 
Respiration  quick  but  without  much  distress.  Slight  cough 
but  no  expectoration.  The  liver  dulness  extends  from  the 
sixth  rib  to  one  inch  below  the  costal  arch  in  the  mammillary 
line,  and  there  is  marked  hepatic  pulsation. 

Diminished  movement  and  a  weaker  respiratory  niunnur 
are  noted  on  the  right  side ;  there  are  coarse  rales,  chiefly  at 
the  bases,  in  both  lungs.  The  cardiac  impulse  in  the  left 
prascordium  is  extensive.  A  visible  and  palpable  impulse  is 
also  perceived  below  the  level  of  the  right  nipple,  and 
internal  to  the  latter — chiefly  in  the  fourth  intercostal  space. 
This  area  is  the  seat  of  the  habitual  pain  described  by  the 
patient,  and  is,  together  with  the  epigastrium,  the  only  tender 
part,  the  left  prascordium  not  being  tender  or  painful.  The 
cardiac  apex  is  felt  to  beat  under  the  sixth  rib,  about  one  and 
a  quarter  inches  beyond  the  left  mid-clavicular  line.  By 
percussion  it  is  found  that  anteriorly  the  cardiac  dulness  is 
much  enlarged  in  its  transverse  diameter,  extending  from  the 
right  nipple  to  one  inch  beyond  the  left  nipple,  and  somewhat 
also  in  its  vertical  diameter,  the  liver  being  depressed  as  well 
as  slightly  enlarged ;  whilst  at  the  base  there  is  no  dulness 
suggestive  of  an  aneurysm. 

Posteriorly  the  dulness  belonging-  to  the  heart  is  slightly 
enlai'ged,  but  that  special  to  the  left  auricle  is,  as  may  be 
seen  in  the  tracings,  considerably  increased  (from  a  normal 
size  of  about  2^  inches  by  2  inches  to  that  of  nearl}'  4  inches 
by  2^  inches),  mainly  in  its  transverse  diameter  and  in  the 
direction  of  the  seat  of  abnormal  pulsation,  which,  it  is 
thought,  may  be  identified  by  auscultation  as  belongino-  to 

the  left  auricle.     Two  murmurs  may  be  heard  at  the  apex 

a  slight  and  uncertain  presystolic,  and  a  distinct  steadv 
systolic  murmur.     The  latter  nuirmur  is  also  audible  over  the 
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greater  part  of  the  cardiac  area,  bnt  not  far  towards  the  left, 
whilst  both  murmurs  are  heard  with  almost  undiminished 
clearness  in  the  right  inner  mammary  region. 

The  pulsation  of  the  liver  is  truly  expansile  and  very 
marked,  but  apt  to  disappear  completely  with  rest.  Dr.  T. 
R.  AVhipham,  Medical  Registrar  to  St.  George's  Hospital, 
who  examined  the  patient  later  in  the  day,  made  a  definite 
note  that  there  was  then  no  hepatic  pulsation. 

The  case  Avas  diagnosed  after  physical  examination  as  one 
of  major  "  horizontal "  dilatation  of  the  left  auricle.  For  a 
while  the  patient  was  placed  under  simple  treatment  by  rest, 
tonics,  and  stomachics,  whilst  operative  measures  had  to  be 
adopted  for  a  rectal  fistula  and  abscess,  which  healed  before 
December  15. 

On  December  80,  after  several  days  of  increasing 
flatulent  distension  of  the  abdomen,  the  patient  woke  with  a 
feeling  of  something  giving  way  in  the  third  and  fourth 
interspaces  in  the  right  parasternal  line,  and  this  sensation 
was  immediately  followed  by  haemoptysis  (about  12  oz.). 
Owing  to  his  giddiness  and  faintness  he  was  made  by  the 
nurse  to  lie  flat  in  bed.  This  attitude  was  maintained  during 
that  day  and  the  next,  and  resulted  in  much  increased 
dyspnoea  and  cyanosis,  for  which  he  was  bled  to  16  oz.  on 
December  31  with  marked  relief,  the  pulse  dropping  from 
140  to  90.  Later  in  the  day,  the  raised  attitude  having  been 
resumed,  the  cyanosis  was  much  diminished.  In  addition  to 
the  signs  previously  mentioned  he  presented  that  day  a 
distinct  thrill  near  the  right  nipple  and  also  at  the  cardiac 
apex.  The  veins  in  the  neck  were  full  and  the  liver  again 
pulsating.  Hypodermic  injections  of  strychnine  had  been 
given,  and  some  digitalis  and  ammonia  were  prescribed  and 
taken  for  two  days,  after  which  no  medicine  was  adminis- 
tered, the  patient  making  satisfactory  progTCss,  and  leaving 
his  bed  about  January  7th. 

He  is  now  rather  stronger  and  able  to  walk  slowly  on  a 
level  Avithout  any  distress  of  breathing,  and  there  is  no 
orthopnoea  or  subjective  cardiac  symptom.  But  the  pulse  is 
still  very  uneven,  and  the  small  beats  predominate.  There  is 
no  facial  congestion,  but  the  lips  are  slightly  dusky.  The 
size  of  the  cardiac  dulness,  of  which  tracings  had  been  kept, 
is  slightly  diminished.  The  pulsation  in  the  right  fourth 
interspace  is  no  longer  perceptible,  except  under  the  stress  of 
cardiac  excitement  from  hurried  walking  or  stooping. 
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Clinical  Remarhs: 

It  is  warrantable  to  infer  that  in  its  extreme  form  this 
affection  is  decidedly  nncommon,  since  the  leading-  diagnostic 
feature — systolic  pulsation  with  or  without  thrill  in  the 
fourth  right  intercostal  space — is  one  so  obvious  and  im- 
portant as  to  preclude  its  having  been  habitually  overlooked 
during  life  ;  whilst  at  autopsies  the  partial  collapse  induced 
at  the  base  of  the  right  lung  might  have  called  attention  to 
the  cardiac  condition  where  it  chanced  to  occur. 

The  etiology,  probably  rheumatic  in  the  first  case,  re- 
mains unascertained  in  the  present  one. 

The  clinical  history  is  one  of  chronicity,  with  insidious 
onset  and  gradual  development.  Finally,  right-sided  pulsa- 
tion must  become  obvious  and  may  be  recognised,  or  it  may 
remain  undetected ;  prostration  may  be  induced  either  by  the 
dilatation  itself,  or  in  association  with  some  intercurrent  cause 
of  depression.  During  the  long  interval  of  development 
both  patients  were  singularly  free  from  severe  symptoms, 
except  some  dyspnoea  on  exertion,  and  the  present  patient 
was  not  aware  of  shortness  of  breath  until  within  a  fortnight 
prior  to  his  admission. 

But  for  the  i-emarkable  toleration  shown  for  this  form  of 
enlargement,  the  auricle  could  not  grow  to  so  great  a  size.  Not 
only  is  its  huge  dilatation  compatible  with  life,  but  neither  in 
the  shape  of  pain  and  distress  of  breathing  nor  in  the  shape  of 
failure  of  compensation  need  it  until  quite  late  bring  about  a 
complete  deadlock  in  the  functions.  Thus  in  the  original 
case  the  patient  had  long  intervals  of  comparative  relief,  and 
the  present  patient  was  able  to  continue  his  work  and  did 
not  suffer  much  inconvenience  until  quite  recently. 

The  diagnosis,  which  was  previously  impossible  even  at 
the  latest  period,  may  perhaps  in  the  future  be  made  by 
means  of  skiagraphy  at  a  comparatively  early  stage,  but  not 
without  the  help  of  dorsal  percussion,  and  in  particular  of 
percussion  of  the  auricle.  Hitherto  we  have  not  been  aware 
of  our  opportunities  in  this  direction.  Dealing  for  the 
present  only  with  the  fully  developed  condition,  we  may  call 
attention  to  the  following  objective  and  subjective  indications. 

The  leading  objective  signs  noted  were — 

(1)  Systolic  pulsation  Avith  or  without  thrill  in  the  right 
fourth  intercostal  space. 

(2)  Synchronicity  of  this  pulsation  with  the  apex-beat. 

(3)  Equality  in  the  loudness  of  the  existing  murmurs  at 
the  pulsating  area  and  at  the  apex. 
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(4)  Great  increase  in  the  transverse  diameter  of  the 
prfecordial  dulness,  Avhich  probably  may  extend  even  beyond 
the  right  mamniillar}-  line. 

(5)  Increase  of  the  post-cordial  dulness,  with  a  character- 
istic asymmetrical  enlargement  (chiefly  in  the  transverse 
diameter)  of  the  post-auricular  dulness.  The  general  enlarge- 
ment of  the  heart  itself  as  well  was  clearly  shown  in  the 
tracings  of  this  case. 

(6)  Moreover  it  is  noteworthy  that  the  liver,  as  in  this 
case,  may  be  at  times  the  seat  of  an  inconstant  pulsation. 
And  again — 

(7)  The  absence  in  this  case,  in  spite  of  the  cyanosis  and 
dyspnoea,  of  any  advanced  general  or  serous  dropsies  is 
remarkable. 

(8)  The  dyspnoea  seems  to  present  an  important  clinical 
peculiarity  in  its  association  with  cyanosis  and  with  qliick 
breathing  without  any  g'reat  respiratory  distress.  More 
striking  still  was  the  readiness  of  the  present  patient  to  lie 
almost  fiat,  in  marked  contrast  Avith  the  common  type  of 
orthopnoea  seen  in  advanced  cardiac  cases. 

(9)  Lastly,  an  important  confirmatory  sign  is  the  impair- 
ment of  the  respiratory  movements  and  sounds  on  the  right 
side  of  the  chest. 

The  subjective  symptoms  were  above  all  the  pain  and 
tenderness  localised  to  the  right  of  the  sternum,  in  contrast 
with  those  special  to  ordinary  cases  of  mitral  stenosis,  in 
which  the  pain  is  referred  to  the  "  ventricular,"  or  left  para- 
sternal region.  To  the  dyspnoea  reference  has  already  been 
made.  In.  the  present  case  the  tachypnoea  and  the  tachy- 
cardia rose  to  a  considerable  rate  together  with  the  cyanosis 
whilst  the  patient  was  recumbent ;  nevertheless  the  sugges- 
tion to  sit  up  did  not  come  from  the  patient  himself,  but  from 
the  physician,  and  this  shows  the  tolerance  displayed  in  this 
instance  for  the  horizontal  posture. 

As  regards  prognosis  and  treatment,  the  inference  is  that 
the  condition  when  fully  developed  is  not  likely  to  be  cured. 
The  observations  in  hand  tend,  however,  to  show  that  con- 
siderable alleviation  may  be  efi^ected  by  rest  and  by  vene- 
section rather  than  by  medicinal  treatment.  It  is  probable 
that  on  those  lines,  had  the  condition  been  recognised  earlier, 
the  heart  in  both  cases  might  for  a  longer  time  have  been 
protected  from  the  worst  developments.  The  danger  in 
these  cases  is  their  latency  and  their  insidiousness. 


DILATATION  OF  LEFT  AURICLE. 
12d9b.  A  Heart  showing  enormous  dilatation  of  the  Left  Auricle, 
associated  with  mitral  disease.  The  left  auricle  is  larger  than 
the  rest  of  the  heart  taken  together,  and  is  equal  in  size  to  two 
closed  fists.  Its  walls  are  much  thinned,  and  contain  calcareous 
plates  on  the  left  side.  The  left  appendix  auiiculse  is  scarcely, 
if  at  all,  dilated.  The  outer  surface  of  the  auiicle  is  injected, 
and  shows  at  its  upper  part  the  remains  of  fibrous  adhesions, 
the  residt  of  localised  pericarditis.  The  mitral  valve  is  not 
appreciably  stenosed,  but  the  valve  segments  are  thickened  and 
puckered,  and  the  chordae  tendineae  are  thickened.  The  left 
ventricle  is  dilated  and  hypertrophied.  The  right  auricle  is 
moderately  dilated,  as  is  its  appendix.  There  is  marked  hyper- 
trophy of  the  right  ventricle. 

From  a  married  woman  set.  27  years,  who  had  been  repeatedly  under 
treatment  for  mitral  disease  at  the  Greenwich  Infirmary  for  a  period  of 
nearly  five  years  before  her  death.  A  year  before  death  the  heart's  apex 
was  in  the  eighth  intercostal  space,  2  inches  outside  the  nipple  line.  The 
action  of  the  heart  was  irregular  and  tumultuous.  There  were  loud  pre- 
systolic and  soft  systolic  bruits  at  the  apex.  Later,  the  apex-beat  reached 
the  mid-axillary  line ;  the  heart's  dulness  reached  up  to  the  third  rib,  and 
extended  slightly  to  the  right  of  the  sternum  ;  the  double  mitral  briiit 
persisted.     There  was  cyanosis,  with  much  dyspnoea  and  oedema. 

The  report  of  the  post-mortem  examination  states  that,  "  on  opening 
the  thorax,  the  lungs  were  seen  to  be  widely  separately  by  the  peri- 
cardium. On  opening  the  latter,  it  appeared  at  first  to  be  much  too  big 
for  the  heart,  as  though  it  had  been  greatly  distended  with  fluid  ;  but 
there  was  no  abnormal  fluid  present.  On  raising  the  heart,  the  posterior 
surface  of  the  pericardium  was  seen  to  be  raised  by  what  was  apparently 
a  large  extravasation  into  the  posterior  mediastinum,  but  which  afterwards 
proved  to  be  the  enormously  distended  left  auricle,  which  had  become 
doubled  backwards,  as  it  were,  l)ehind  the  rest  of  the  heart.  The  auricle 
was  entirely  filled  with  recent  clot.  The  mitral  orifice  easily  admitted 
three  fingers.     The  lungs  were  extremely  emphysematous." 
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IN  May  of  last  year  I  showed  a  specimen  of  extreme  liori- 
zontal  dilatation  of  the  left  auricle  of  the  lieart,  and  com- 
municated particulars  of  the  case.  It  will  be  remembered 
that  the  dilated  auricle  presented  during  life  in  the  right 
axilla,  where  it  was  tapped  under  the  belief  that  it  was  a 
pleural  eifusion. 

I  have  since  made  inquiries  as  to  the  existence  of  any  simi- 
lar specimen  in  the  pathological  museums  of  the  universities, 
university  colleges,  and  other  medical  schools  of  the  United 
Kingdom,  as  well  as  a  few  not  connected  with  schools.  1 
addressed  either  to  the  Professor  of  Pathology  (in  the  case  of 
a  university)  or  to  the  Curator  of  the  Museum. 

I  have  received  negative  replies  from  all  the  London 
schools,  witli  the  exceptions  I  shall  presently  name,  from  the 
Brompton  and  West  London  Hospitals,  from  the  Universities 
of  Cambridge,  Aberdeen,  Edinburgh,  and  Birmingham,  from 
the  University  colleges  of  Liverpool,  Sheffield,  and  Dundee, 
and  from  the  College  of  Medicine  at  Newcastle,  from  Queen's 
College,  Cork,  from  the  Royal  Infirmary,  Sheffield,  and  from 
the  Western  Infirmary,  Glasgow. 

From  the  museums  of  St.  Bartholomew's  Hospital  and  Uni- 
versity College  I  received  information  of  similar  specimens, 
and  by  the  courtesy  of  their  curators.  Dr.  Andi-ewes  and  Dr. 
Lawrence,  I  have  been  enabled  to  see  these  specimens  and 
lay  some  particulars  before  the  Society. 

The  St.  Bartholomew's  specimen  was  added  in  1898,  and 
is  described  in  the  catalogue  of  the  year  1898,  page  9  (see 
attached  slip). 

The  University  College  specimen  was  shown  at  the  Patho- 
logical Society  last  summer,  though  mainly  as  an  illustration 
of  another  morbid  condition — calcification  of  the  pericardium. 
From  the  detailed  description  on  pp.  181 — 183  of  vol.  liiof  the 
Pathological  Transaction.s  I  abstract  the  following  particulars  : 

Both  auricles  are  dilated,  the  left  the  more  so.  "The 
right  auricle  would  contain  both  ventricles  easily,  while  the 
left  would  contain  the  other  three  compartments  of  the  heart 
together."  It  was  possible  to  place  a  rod  nearly  eight  inches 
long  in  the  longest  axis  of  the  left  auricle. 


148  Sir  Isanibaid  Owen  on 

The  mitral  valves  are  a  little  thickened  towards  their  free 
border,  bat  there  is  no  other  appearance  of  disease. 

The  pericardium  is  universally  adherent  and  separated 
from  the  muscle  by  a  layer  of  fat,  and  three  unabsorbed 
effusions  of  blood  are  found  outside  the  heart  and  within 
the  pericardial  sac. 

The  symptoms  were  orthopnoea,  cough,  extensive  oedema 
of  the  legs  and  sacral  region,  and  ascites.  The  dropsy  was 
stated  to  be  of  ten  years'  standing,  the  shortness  of  breath  of 
twelve  months',  and  the  cough  of  three  weeks'  date.  There 
had  been  a  left  hemiplegia  five  months  previously. 

The  jugular  veins  were  distended  from  above,  and  the 
pulse  unequal  and  small. 

The  apical  impulse  Avas  diffuse,  in  the  sixth  space  and 
mid-axillary  line ;  the  area  of  dulness  corresponded,  and 
reached  up  to  the  third  rib  ;  there  was  none  to  the  right 
of  the  sternum.     There  was  no  murmur. 

The  patient  ultimately  died  of  basic  pneumonia. 

There  was  no  history  of  pericarditis,  and  the  case  w^as 
regarded  during  life  as  one  of  granular  kidney. 

In  view  of  these  two  specimens  mine  cannot  be  looked 
upon  as  a  mere  pathological  curiosity.  It  must,  I  think,  be 
reo-arded  as  illustrating  a  definite  though  rare  type  of  cardiac 
disease,  for  which  my  colleague,  Ur.  Ewart,  has  proposed  the 
apposite  name  of  "horizontal  dilatation,"  so  as  to  distinguish 
it  from  the  spherical  or  "vertical"  dilatation  of  the  left 
auricle  met  with  in  mitral  stenosis.  As  far  as  we  know  at 
present  the  condition  is  exceedingly  rare,  but  it  is  not  im- 
probable that  other  though  less  extreme  cases  Avill  before 
lono-  be  put  on  record  if  the  attention  of  clinicians  and  patho- 
logists is  called  to  the  possibility  of  its  existence. 

The  time  has  hardly  come  to  write  the  natural  history  of 
the  condition.  In  a  further  joint  communication  Dr.  Ewart 
and  I  have  made  some  attempts  towards  it.  I  will  at  present 
content  myself  with  summing  up  the  points  of  coincidence 
between  the  three  cases  at  present  before  us.  For  the  sake 
of  convenience  I  will  denote  my  own  case  as  Case  1,  that 
from  St.  Bartholomew's  as  Case  2,  and  that  from  University 
College  as  Case  3. 

In  all  these  cases  the  direction  of  the  dilatation  is  similar 
and  remarkable.  In  place  of  expanding  equally  in  all  direc- 
tions, the  auricle  is  enlarged  mainly  to  the  right,  passing 
behind  the  right  or  anterior  auricle  and  appearing  on  the 
rio-ht  border  of  the  heart,  but  not  rising  much  above  its  normal 
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upward  limit.  In  my  own  case,  as  will  be  recollected,  it  had 
separated  the  right  lung  entirely  from  the  diapliragm,  and 
abutted  against  the  vertical  walls  of  the  right  side  of  the 
thorax  in  their  entire  circumference.  The  heart  in  all  the 
cases  was  pushed  over  to  the  left. 

In  all  three  cases  the  pericardium  is  extensively  adherent. 
In  No.  2  it  is  slightly,  and  in  Xo.  3  extensively  calcified. 

In  no  case  is  there  any  appearance  of  mitral  stenosis, 
though  the  edges  of  the  valve  are  somewhat  thickened  in  all. 
In  Case  No.  1  the  mitral  orifice  is  dilated,  but  not  so  in  the 
others. 

In  all  the  rig-ht  auricle  is  also  dilated,  though  to  a  less 
extent  than  the  left.  In  none  is  there  any  disease  of  the 
tricuspid  orifice. 

The  ventricles  are  hypertrophied  in  Cases  1  and  2.  In 
No.  2  the  left,  and  in  No.  1  both  ventricles  are  dilated.  In 
No.  3  they  are  neither  hypertrophied  nor  dilated. 

In  all  three  the  leading  symptoms  of  the  fatal  attack  were 
severe  clyspncea  and  a  serious  degree  of  oedema.  In  Nos.  1 
and  3  it  is  said  to  have  affected  the  entii*e  lower  extremities, 
in  No.  2  its  area  is  not  recorded.  In  No.  3  only  was  there 
ascites,  and  in  this  case  only  was  engorgement  of  the  jugular 
veins  recorded. 

In  Cases  1  and  2  the  apex-beat  is  recorded  as  having  been 
in  the  eighth  interspace — a  most  unusual  situation  in  any  other 
form  of  heart  disease.     In  No.  3  it  was  only  in  the  sixth. 

In  Case  No.  1  it  was  as  far  back  as  the  posterior  axillary 
line,  in  the  others  only  in  the  mid-axillary. 

In  all  three  the  cardiac  dulness  involved  the  third  left 
space,  but  in  No.  1  alone  there  was  dulness,  and  that  only 
slight  in  the  second. 

In  Case  No.  3  the  heart-sounds  Avere  natural,  in  the  others 
both  systolic  and  presystolic  murmurs  were  heard  at  the  apex; 
the  second  sound  was  sharply  heard  at  the  apex  in  Case  1,  its 
absence  is  not  recorded  in  Case  2. 

In  Case  1  alone  Avere  the  obvious  signs  of  a  pulsating- 
mass  of  fluid  in  the  right  chest  present.  In  Case  3  there  Avas 
no  extension  of  dulness  to  the  right  of  the  sternum. 

The  evolution  of  the  condition  had  in  cA'ery  case  been  the 
work  of  many  years.  In  No.  1  only  was  a  history  of  rheu- 
matic fever  recorded.  In  No.  3  the  patient  had  had  no 
rheumatism. 

Two  of  the  three  cases  Avere  in  Avomen.  The  ages  of  the 
patients  vary  from  twenty-seA'en  to  sixty. 
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XXVIII. — .1  Xotr  on  Palpable  Si/stolic  Intercostal 
Pulsation  over  the  PigJit  Auricle,  and  on  its  Occur- 
rence in  a,  Fatal  Case  of  Mitral  Stenosis,  with 
Dilatation  and  Tlrromhosis  of  the  Left  Auricle.  By 
AVm.  Ewaet,  M.D.     Bead  May  9,  1902. 

THE  pathological  and  the  clinical  history  attached  to  the 
heart  now  exhibited  mig-ht  alone  justify  this  brief 
communication.  The  left  auricle  was  markedly  dilated  above 
a  button-hole  stenosis  of  the  mitral  valve,  and  was  completely 
filled  with  a  spongy  thrombus  which  had  partly  broken  down 
into  a  grumous  fluid  ;  and  the  case  presented  clinical  features 
of  interest  in  the  intense  unrest  and  depression  of  the  patient, 
in  the  cyanosis  without  severe  oi-thopnoea,  and  in  the 
tachypnoea  without  much  acceleration  of  the  pulse.  But  the 
paper  has  a  more  limited  scope.  Its  special  object  is  to 
elicit  further  information  concerning  the  significance  of 
systolic  pulsation  felt  over  the  right  auricle  as  a  diag^lOstic 
physical  sign,  and  concerning  the  frequency  of  its  occurrence 
and  its  various  modes  of  causation.  In  this  instance  the 
pulsation  was  wrongly  diagnosed  during  life  as  the  direct 
pulsation  of  an  enlarged  left  auricle,  evidence  of  left  auricular 
enlargement  having  been  obtained  by  percussion  in  the  back. 
But  it  was  found  after  death  that  the  seat  of  the  pulsation 
corresponded  to  the  surface  of  the  right  auricle,  and  that  the 
left  auricular  dilatation  was  not  of  the  extreme  degree  nor  of 
the  horizontal  type  which  had  been  diagnosed. 

Notes  of  the  case. — Teresa  D.,  general  servant,  a3t.  24, 
single,  was  admitted  into  St.  George's  Hospital  (Med.  Reg. 
No.  2189,  1901)  on  December  21,  1901,  after  an  illness  of  six 
weeks.  Previously  strong,  she  had  become  short  of  breath 
since  an  attack  of  rheumatic  fever  two  years  ago,  but  had 
kept  at  work.  Though  fairly  nourished,  she  was  pale, 
cyanosed,  and  prostrate,  and  breathed  rapidly,  but  without 
much  respiratory  distress.  The  tachypnoea  and  cyanosis 
were  not  apparently  due  to  bronchial  obstruction,  for  the 
bronchitis  was  slight.  Further  peculiarities  were  the  disturbed 
nights  and  the  somnolence  all  day,  the  patient's  peevishness, 
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the  tendency  to  sighing-  breathing  when  any  one  came  near, 
and  her  perpetually  distressed  and  unhappy  aspect  and  utter- 
ances. An  occasional  contracture  in  one  foot  also  suggested 
to  several  observers  the  view  that  she  was  inclined  to  hysteria. 
But  the  most  important  feature  was  the  disinclination  for 
food,  owing  to  which,  on  one  occasion,  my  house  physician 
thought  it  desirable  to  pass  the  nasal  tube.  The  patient  did 
not  liabitually  assume  the  sitting  posture,  more  generally  she 
was  reclining  with  not  more  than  two  pillows  under  lier  head. 
The  pulse  was  quickened  (varying  between  100  and  120)  and 
uneven.  It  subsequently  became  regular  under  treatment, 
and  during  the  last  three  weeks  it  hardly  rose  above  88. 
The  respirations  were  accelerated  throughout,  and  particularly 
during  the  last  week,  when  they  averaged  44  per  minute. 
There  was  little  oedema  of  the  legs  when  she  was  admitted, 
and  this  entirely  disappeared,  but  it  finally  returned.  The 
urine  was  free  from  albumen.  The  cardiac  area  showed  an 
extensive  visible  impulse.  The  apex-beat  could  be  felt  some 
distance  to  the  left  of  the  noi'mal  position,  whilst  the  right 
border  of  cardiac  dulness  extended  beyond  the  normal  limit_, 
and  the  liver  was  slightly  depressed,  as  an  additional  evidence 
of  the  marked  cardiac  enlargement.  Inequality  of  the 
respiratory  movements  was  easily  noticeable,  the  right  side  of 
the  chest  moving  less  than  the  left.  No  thrill  was  noted, 
but  a  presystolic  murmur  was  heard,  in  addition  to  a  long 
systolic  murmur,  and  the  case  was  regarded  as  one  of  mitral 
stenosis.  The  external  jugulars  Avere  visible,  but  not 
apparently  greatly  distended.  My  own  examinations  had 
been  cursor}-,  and  had  not  succeeded  at  first  in  clearing  up 
to  my  satisfaction  the  unusual  points  in  the  case. 

On  January  22,  after  a  short  absence,  finding  tlie  patient 
weaker,  whilst  a  tendency  prevailed  to  regard  her  distress  as 
in  some  measure  assumed,  I  made  a  more  searching  physical 
examination,  with  the  result  now  to  be  described.  An- 
teriorly the  liver  was  depressed,  somewhat  tender,  but  not 
pulsating.  The  cardiac  dulness  presented  a  much  increased 
transverse  measurement.  A  systolic  pulsation  and  great 
tenderness  were  noted  to  the  right  of  the  sternum,  coinciding 
precisely  with  the  border  of  the  dulness,  the  outline  of  which 
was  not  as  regular  as  that  of  a  normal  right  auricle.  Great 
tenderness  was  also  present  at  the  epigastrium,  wdiere  the 
heart  could  be  felt  beating.  Over  the  left  part  of  the  pre- 
cordium  there  was  no  tenderness.  Posteriorly  the  cardiac 
dulness  was  increased    in   size;    but    much    more   increased 
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relatively  was  the  dulness  of  tlie  left  auricle  itself,  the  exten- 
sion being  chiefly  in  the  transverse  diameter  and  to  the  right 
of  the  middle  line.  Here,  again,  the  right  boundary  of  dul- 
ness  did  not  present  the  clean  crescentic  outline  of  a  normal 
right  auricle,  and  I  was  led  to  think  that  a  part  of  that 
dulness,  which  ap}-)eared  to  be  right  auricular  dulness,  probably 
belonged  to  a  dilated  left  auricle  stretching  forwards  and 
towards  the  right  from  the  posterior  surface. 

On  careful  palpation  of  the  prjecordium  a  systolic  inter- 
costal impulse  was  felt  between  the  right  nipple  line  and  the 
sternum,  and  in  this  situation  the  heart-sounds  and  murmurs 
were  heard  as  loudly  as  at  the  apex ;  whilst  posteriorly,  on 
direct  auscultation  over  the  area  of  dulness  described,  it  was 
possible  to  perceive  not  only  the  distant  heart-sounds,  but  a 
distinct  systolic  cardiac  thud.  The  similarity  of  these  physical 
signs  with  those  observed  in  another  patient,  who  was  simul- 
taneously under  my  treatment,  led  me  to  conclude  that  they 
had  the  same  derivation  in  both  cases,  and  were  due  to  con- 
siderable horizontal  enlargement  of  the  left  auricle. 

The  symptoms  showed  no  improvement  under  treatment, 
and  the  patient  never  rallied  from  her  depression.  During 
the  last  two  weeks  she  repeatedly  said  that  she  was  dying. 
On  January  25  the  hands  began  to  swell.  On  the  twenty- 
seventh  she  was  bled  to  14  oz.,  to  relieve  her  increasing 
dyspnoea,  but  Avithout  success.  On  January  30  both  feet  were 
incised,  and  about  6  oz.  of  serum  escaped  from  the  incisions 
each  day.  In  spite  of  this  she  lost  strength  rapidly,  and  died 
of  exhaustion  on  February  2. 

At  the  post-viortem  examination  fluid  was  found  in  both 
pleura,  and  a  pleuritic  false  membrane  in  the  right  pleura. 
The  lungs  Avere  congested,  and  contained  infarcts.  The  right 
auricle  was  dilated,  and  the  right  ventricle  moderately  dilated. 
The  tricuspid  valve  was  stenosed,  its  diameter  measuring* 
two-thirds  of  an  inch.  The  condition  of  the  left  side  of  the 
heart  has  already  been  described. 

Eemarks. — Visible  or  palpable  pulsation  of  the  right 
auricle  does  not,  in  the  Avriter's  experience,  belong  to  the 
normal  cardiac  function;  if  capable  of  being  felt,  the  beat 
should  presumably  be  presystolic,  not  strictly  systolic  in  time. 
In  the  ordinary  cases  of  dilatation  of  the  right  side  of  the 
heart,  he  has  not  hitherto  noticed  any  pulsation,  Avhether  pre- 
systolic or  systolic,  to  the  right  of  the  sternum.  "When  the 
heart  happens  to  be  displaced  into  the  right  chest  a  pulsation 
is  felt  in  the  right  intercostal  spaces ;  but  the  abnormal  pulsa- 
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tion  is  tlieu  systolic,  and  for  aiiatoinical  reasons  it  must  be 
reg-arded  as  a  direct  ventricular  pulsation. 

If  palpable  systolic  pulsation  over  the  right  auricle  is  as 
unconinion  as  the  writer  believes  it  to  be,  and  if  systolic 
pulsation  of  the  right  auricle,  howsoever  greatly  this  auricle 
may  be  distended,  is  never  observed  as  a  mere  result  of  dila- 
tation, its  occurrence  would  suggest  in  every  case  the 
influence  of  some  additional  factor  besides  simple  dilatation 
of  the  right  auricle,  and  any  definite  observations  on  this 
point  by  others  would  be  of  much  value.  Systolic  pulsation 
within  the  auricular  district  of  the  proecordium  has  now  been 
shown  by  Sir  Isambard  Owen  to  be  sometimes  directly 
produced  by  the  left  auricle  when  this  is  immensely  enlarged. 
The  present  case  demonstrates  another  fact,  viz.  that  a 
systolic  pulsation  is  capable  of  being  transmitted  to  the  infra- 
mammary  intercostal  spaces  through  the  right  auricle  when 
the  left  auricle  is  kept  distended  in  such  a  Avay  as  to  render 
it  unable  to  perform  its  systolic  contraction.  To  these  two 
modes  of  causation  for  the  systolic  auricular  pulsation  in 
question  others  may  possibh*  be  added  in  the  future  as  the 
result  of  further  inquiry. 

A  case  which  seems  to  be  highly  suggestive  of  the  former 
of  these  two  conditions  was  contributed  by  Dr.  J.  Porter 
Parkinson  to  the  last  volume  of  the  Societ3^'s  Transactions 
(p.  221),  with  a  diagram  illustrating  the  cardiac  dilatation, 
the  position  of  the  systolic  thrill  in  the  right  infra-mammary 
region,  and  the  enlarged  pulsating  liver.  That  observation 
may  eventually  acquire  jei  greater  value,  and  may  throw 
further  light  upon  the  practical  point  which  forms  the  subject 
of  this  communication,  for  it  is  stated  that  "  the  slight 
anasarca  disappeared  rapidly.  Since  November  the  heart 
has  somewhat  lessened  in  size,  but  otherwise  there  is  little 
change.  The  patient  has  never  had  any  marked  cardiac 
symptoms." 

Parkinson  inquires  whether  the  cardiac  disease  may  not 
have  been  of  intra-uterine  origin,  there  being  so  little  distress. 
His  conclusion  is  that  there  is  great  enlargement  of  the  heart, 
especially  of  the  right  auricle,  and  double  disease  of  the  mitral 
and  of  the  tricuspid  valves.  The  comparative  absence  of 
symptoms  is  remarkal)le,  there  being  hardly  any  cyanosis  and 
dyspnoea,  except  Avith  exertion.  The  liver  pulsation  is  well 
marked,  but  there  is  scarcely  any  epigastric  pulsation  or  en- 
gorgement of  the  jugulars. 

The  tracing  of  the  precordial  dulness   in  Parkinson's  case 
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closely  resembles  the  tracings  taken  by  myself  from  a  patient 
wliose  case  Sir  Isambard  Owen  has  joined  me  in  reporting-. 
It  seems  not  unlikely  that  both  cases  maybe  of  the  same  kind, 
and  that  in  Dr.  Parkinson^s  case  the  sj^stolic  pulsation  and 
thrill  may  belong  not  to  the  right  auricle,  but  to  a  greatly 
distended  left  auricle  approaching  the  anterior  chest  wall. 
There  are  these  further  resemblances,  that  in  our  patient  also 
the  chest  is  unusually  deep,  that  there  had  been  a  remarkable 
absence  of  cardiac  symptoms,  and  that  the  patient's  condition 
rapidly  improved  under  rest  and  treatment.  At  the  present 
date  (middle  of  March,  1902)  the  pulsation  has  ceased  to  be 
felt,  except  when  the  patient  is  caused  to  move  about  rapidly, 
and  the  general  improvement  is  maintained. 
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XXIX. — Inheritance  of  Recurrent  Attaclcs  of  Janndice 
(Old  of  Abdominal  Crises,  with  HejxUo-splenornegalj/. 
By  Sir  Thomas  Baelow,  Bart.,  M.D.,  and  H. 
Batty  Shaw,  M.D.     Read  Maij  28,  1902. 

ri'^HE  observations  giving  rise  to  this  paper  have  been 
X  made  upon  two  patients,  Albert  W.,  ast.  19^,  and  his 
mother,  Mrs.  W.,  tet.  47,  and  they  are  recorded  as  illus- 
trating the  inheritance  from  mother  to  son  of  enlargement 
of  liver  and  spleen,  with  recurrent  attacks  of  jaundice. 

Albert  W.  first  came  under  our  notice  in  October,  1899, 
being  then  sixteen  years  old.  The  mother  stated  that  Avhen 
the  child  was  born  he  was  pale  and  waxy,  but  not  jaundiced. 
She  states  that  the  doctor  said  that  the  boy's  liver  and 
spleen  were  both  enlarged,  and  that  the  heart  was  abnormal. 
He  was  very  delicate  during*  the  first  year  of  life,  and  a  little 
brandy  was  given  three  or  foi^r  times  a  day  during  the  first 
year.  He  was  observed  to  be  jaundiced  for  the  first  time 
when  he  was  five  years  of  age,  but  since  that  time  there  have 
been  attacks  of  yellowness  varying  in  intensity  from  day  to 
day ;  in  these  attacks  there  was  much  pain  on  the  right  or 
left  side  of  the  upper  part  of  the  abdomen.  There  was  no 
shivering  and  no  vomiting ;  no  change  of  colour  was  seen  in 
the  motions,  but  the  urine  was  observed  to  be  darker  than 
usual,  and  a  thick  pinkish  deposit  formed.  The  attacks 
lasted  three  or  four  days.  Six  yeai-s  ago  the  patient  began 
to  be  troubled  with  ulcers  on  the  outer  malleolus  of  the  right 
foot  and  the  inner  malleolus  of  the  left ;  they  slowly  healed 
with  rest,  and  recurred  when  he  got  about  again.  The  only 
other  illness  from  which  the  boy  has  suffered  Avas  a  doubtful 
slight  attack  of  measles. 

On  admission,  the  patient  ^vas  found  to  be  a  slightly  built 
youth,  and  distinctly  under-sized  for  his  age  ;  he  was  anaemic 
and  yellow,  and  the  yellowness  became  deeper  for  a  few  days 
after  admission,  but  when  most  marked  it  was  still  only  of  a 
lemon  tint.  The  liver  was  only  moderately  enlarged,  never 
extending  more  than  three  fingers'  breadth  below  the  costal 
margin  ;  the  edge  was  difficult  to  feel,  and  the  surface,  so  far 
as  it  could  be  felt,  gave  no  suggestion  of  induration  or  undue 
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convexity  ;  the  upper  limit  in  the  rig-ht  nipple  line  was  in  the 
sixth  space.  The  spleen  was  enlarged,  and  caused  some 
bulging  of  the  lower  part  of  the  left  chest ;  it  extended  to 
two  inches  below  the  level  of  the  umbilicus,  but  did  not  cross 
the  middle  line;  there  was  a  well-marked  notch  in  the  anterior 
border,  and  the  whole  organ  moved  freely  with  respiration. 
There  was  no  ascites,  and  the  abdomen  Avas  otherwise  normal. 
The  apex-beat  was  situated  in  the  fifth  space,  half  an  inch 
external  to  the  nipple  line  ;  there  was  no  thrill,  the  impulse 
was  not  heaving  in  character ;  there  was  a  heemic  murmur 
heard  over  the  pulmonary  cartilage,  and  a  soft  systolic 
murmur  at  the  apex  conducted  for  a  very  slight  distance 
outwards,  Avhich  was  considered  to  be  due  to  slight  dilatation 
of  the  left  ventricle.  There  was  slight  pulsation  in  the  veins 
at  the  root  of  the  neck.  There  was  no  clubbing  of  the  fingers 
or  toes.  The  lungs  Avere  normal.  The  tongue  was  slightly 
coated,  flabb}',  and  pale ;  the  gums  Avere  very  pale.  The 
stools,  repeatedly  examined,  were  always  broAvn  in  colour. 
At  no  period  Avas  itching  present.  There  Avere  indolent  ulcers 
situated  one  OA'er  the  right  external  malleolus,  and  one  OA'er 
the  left  internal  malleolus,  and  there  Avas  surrounding  pig- 
mentation, and  a  f  cav  small  dilated  A'eins  in  the  neighbourhood. 
There  AA^as  no  oA^idence  of  syphilis,  congenital  or  acquired. 
The  urine  was  high-coloured,  containing  a  large  deposit  of 
pink  urates,  specific  graAaty  1025 ;  there  Avas  no  albumen  or 
sugar ;  no  bile  Avas  found,  but  urobilin  Avas  abundant.  The 
blood  was  examined,  and  it  Avas  found  that  the  amount  of 
haemoglobin  Avas  60  per  cent,  of  the  normal,  and  the  red 
corpuscles  AA^ere  reduced  to  3,475,000  per  cubic  millimetre. 
During  the  tAventy-one  days  the  boy  Avas  in  the  hospital  his 
highest  temperature  Avas  99'6° ;  it  Avas  generally  about  99°, 
and  occasionally  subnormal.  The  jaundice,  after  deepening 
for  a  day  or  tAvo,  subsided,  but  the  boy  Avas  still  slightly 
yelloAv  Avhen  he  left  the  hospital,  and  the  character  of  the 
urine  remained  the  same ;  the  heart  condition  improA'ed  Avith 
the  rest  in  bed ;  the  ulcers  healed ;  the  spleen  remained 
unchanged,  but  the  liA'er  diminished  in  size. 

During  the  next  six  months  the  boy  had  at  least  one 
abdominal  attack,  in  Avhich  he  became  much  more  yelloAv,  and 
had  dull,  lieaA'v  pain  OA'er  his  liA'er;  he  Avas  ailing  for  a  fort- 
night, and  for  three  days  of  this  fortnight  he  Avas  in  bed.  It 
Avas  at  the  end  of  this  attack,  A'iz.  on  May  3,  1901,  that  he 
Avas  readmitted. 

There  AA^as  practically  no  change  in  the  size  of  the  spleen, 
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and  tlic  lower  edge  of  the  liver  did  not  extend  Lelow  two 
fingers'  breadth  from  the  costal  margin.  The  cardiac 
condition  was  practically  unchanged ;  there  Avas  enlarge- 
ment of  some  of  the  glands  of  the  neck,  but  this  subse(|uently 
subsided.  The  temperature  was  normal  or  subnomnal  during 
the  month  that  he  Avas  under  observation.  A  detailed  exami- 
nation of  the  blood  and  urine  was  made,  and  the  results  are 
given  in  the  following  tables  (Tables  I  and  II)  : 

Table  I. — Eccaminatlon  of  Urine. 


Date. 

Quan- 
tity in 
c.c. 

Colour. 

Reac- 
tion. 

Speci- 
fic 
gravity 

Total 
urea. 

Urobilin. 

Remarks. 

1901. 

c.c. 

Grms. 

Mays 

780 

Dark 

Acid 

1024 

17'55 

First    treated 
with  Liquor 
Arsenicalis 
niiij  ter  die. 

9 

1020 

» 

1024 

21-42 

Urobilin  on 
extraction. 

10 

1110 

Very  dark 

1020 

20-52 

» 

Very     mwch. 
urobilin. 

11 

960 

Dark 

1020 

12-48 

12 

1095 

,j 

1020 

17-52 

13 

975 

jj 

1021 

18-52 

jj 

14 

1125 

Very  dark 

— 

22-50 

15 

960 

" 

1022 

20-16 

" 

Arsenic  omit- 
ted. 

16 

1065 

., 

1022 

14-91 

„ 

17 

960 

Dark 

— 

17-28 

jj 

21 

990 

— 

1021 

— 

^j 

22 

735 

— 

— 

12-49 

jj 

23 

900 

Dark 

— 

18-00 

J, 

24 

840 

" 

Inunction  with 

mercury,  1 
drachm  daily. 

25 

697 

" 

— 

13-94 

Urobilin  on 
extraction. 

26 

435 

„ 

— 

913 

jj 

27 

690 

Very  dark 

" 

— 

12-42 

" 

Urobilin  with- 
out extraction 

28 

667 

Normal 

— 

14-34 

jj 

29 

735 

Dark 

3? 

1022 

12-49 

jj 

30 

— 

" 

1022 

— 

" 

Bile  in  very  minute  traces  was  found  on  one  or  two  occasions. 
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Lilwritance  of  Recurrent  Attacks  of  Jaundice.  15!) 

Though  the  patient  "was  slightly  yellow,  urobilin  could  not 
be  demonstrated  in  the  urine,  except  on  two  occasions,  unless 
extracted  by  means  of  ammonium  sulphate;  onl}'  once  or 
twice  could  a  trace  of  bile  be  demonstrated  in  the  urine. 
Very  frequently,  though  not  constantly,  there  was  a  coj)ious 
deposit  of  highly  coloured  urates,  those  samples  of  urine 
which  wei-e  free  from  deposit  being  usually  the  ones  passed  in 
the  afternoons ;  the  specific  gravity  of  the  urine  was  normal ; 
the  urine  was  always  acid,  and  free  from  albumen,  blood,  and 
sugar.  The  total  output  of  urea  varied  very  much,  being 
considerably  more  during  the  first  twelve  days  of  the  patient's 
stay  in  the  hospital,  ancl  whilst  under  treatment  with  Liquor 
Arsenicalis  Di^iij  given  three  times  a  day ;  during  the  latter  part 
of  the  treatment,  and  when  a  drachm  of  mercurial  ointment  was 
employed  daily,  the  output  of  urea  fell.  The  patient  through- 
out his  stay  in  the  hospital  Avas  on  full  diet  {vide  Table  I). 

With  regard  to  the  blood  examination,  the  condition 
generally  found  was  that  met  with  in  cases  of  secondary 
anaemia  :  at  first  the  number  of  red  blood-corpuscles  per  cubic 
millimetre  Avas  very  much  below  the  normal,  whilst  leuco- 
cytosis  was  very  marked,  and  involved  all  forms  of  Avhite 
corpuscles;  later  on,  the  number  of  red  corpuscles  increased 
somewhat,  and  the  leucocytes  decreased.  Poikilocytosis  was 
always  present,  and  nucleated  red  corpuscles  and  basophile 
cells  were  frequently  met  Avith ;  the  time  of  clotting  varied 
from  one  and  a  half  to  three  and  a  quarter  minutes. 

The  patient  Avas  readmitted  to  University  College 
Hospital  in  November,  1901,  for  the  sake  of  giving  the  ulcers 
of  the  leg  a  chance  to  heal  once  more.  The  physical  signs 
Avere  practically  identical  Avith  those  already  described. 

Whilst  Albert  AV.  Avas  a  patient  in  the  hospital  in  1899 
Mrs.  W.  used  to  visit  him,  and  Mr.  Arthur  Ricketts,  the  house 
physician  in  charge,  noticed  that  she  had  a  yelloAvish  com- 
plexion very  similar  to  that  of  her  son,  and,  as  a  result  of 
this  discovery,  the  folloAving  obserA'^ations  Avere  made  : 

Mrs.  W.  had  an  attack  of  seA^ere  jaundice  Avlien  quite  a 
child,  about  four  or  five  years  old,  and  since  marriage  has  had 
repeated  attacks  at  varying  intervals.  These  attacks  ha\"e 
been  accompanied  by  considerable  pain  in  the  abdomen, 
especially  the  upper  part,  and  sometimes  more  on  the  right 
side,  sometimes  more  on  the  left ;  A^omiting-  also  occurred  in 
the  attacks.  Whilst  pregnant  w'ith  the  child  Avliose  history 
has  been  gi\'en,  she  Avas  seized  with  one  of  these  attacks ;  no 
more  attacks  occurred  for  several  years;  about  three  years 
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ago  she  had  another  attack,  and  this  has  been  followed  by  a 
number  of  others. 

Throuo-h  the  courtes}'  of  Dr.  Bernard  Reynolds,  obser- 
vations were  made  by  one  of  us  towards  the  end  of  an 
attack  which  occurred  in  September  of  last  year.  The 
patient  had  had  for  some  days  severe  abdominal  pain, 
occurring  in  paroxysms,  accompanied  by  sickness,  and  very 
suggestive  of  biliary  colic ;  there  had  been  no  fever,  nor 
were  any  gall-stones  discovered  in  the  motions,  which  were 
pale  but  still  slightly  coloured.  The  patient  was  found  to 
iDe  a  rather  thin  subject,  and  the  skin  was  slightly  icteric, 
but  had  been  very  much  more  highly  coloured  at  the 
beginning  of  the  attack ;  there  were  no  abnormal  signs,  in  the 
lungs  or  heart ;  the  liver  was  found  to  be  considerably 
enlarged,  both  to  percussion  and  palpation ;  the  spleen,  too, 
was  obviously  enlarged,  reaching  a  few  inches  below  the 
costal  margin ;  there  was  slight  varicosity  of  the  veins 
of  the  legs,  and  on  the  right  leg  there  was  a  small 
ulcer,  which  had  caused  considerable  annoyance  by  con- 
stantly discharging  during  the  last  twenty-seven  years ;  the 
ulcer  followed  an  injury,  and  dates  from  before  her  marriage; 
there  was  no  clubbing  of  the  fingers,  no  ascites  or  oedema,  nor 
was  the  pulse-rate  reduced.  The  examination  of  the  urine 
was  negative  as  regards  the  presence  of  albumen,  blood,  bile, 
or  excess  of  urobilin ;  during  the  earlier  days  of  the  attack 
the  urine  was  much  darker,  but  no  observations  were  made 
on  the  presence  or  absence  of  bile  or  excess  of  urobilin. 
Blood  examination  showed  that  haemoglobin  was  present 
to  the  amount  of  50  per  cent. ;  the  red  corpuscles  numbered 
3,993,750  per  cubic  millimetre,  the  Avhite  corpuscles  18,750 
per  cubic  millimetre.  Analysis  of  the  white  corpuscles 
showed  small  lymphocytes,  10  per  cent. ;  large  lymphocytes, 
4  per  cent.;  transitional  cells,  5  per  cent, ;  polymorphonuclear 
cells,  75  per  cent. ;  and  coarse  eosinophile  cells,  6  per  cent. 
There  was  well-marked  evidence  of  poikilocytosis,  and  a 
few  basophile  cells  were  met  with,  but  no  nucleated  red 
corpuscles.     Clotting  occurred  in  three  minutes. 

The  patient  is  a  very  temperate  Avoman,  and  has  always 
resided  in  England;  in  her  youth  she  had  had  smallpox, 
measles,  and  scarlet  fever ;  there  is  no  evidence  whatever  of 
luetic  infection ;  the  catamenia  ceased  at  the  age  of  thirty- 
four  years.  The  rest  of  Mrs.  Ws.'  children,  two  girls  and  a 
boy,  are  quite  healthy.  The  boy  had  an  attack  of  jaundice 
once  in  late  infancy ;  on  examination,  no  enlargement  of  the 
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liver  and  spleen  can  be  made  out.  The  boy  is  quite  healthy- 
looking.  Another  child,  a  girl,  died  in  infancy,  of  con- 
vulsions. 

Remarks. — These  cases  are  brought  forward  for  con- 
sideration for  several  reasons. 

1.  The  occurrence  of  this  disease  in  mother  and  son  sug- 
gests the  transmission  from  parent  to  offspring  of  some 
morbid  process  capable  of  producing  in  both  almost 
identical  symptoms.  The  only  reference  we  can  find  as  to 
the  inheritance  of  such  a  condition  is  contained  in  a  paper 
contributed  to  this  Society  by  Dr.  Claude  Wilson  (1).  He 
describes  a  family  in  which  six  individuals,  forming  members 
of  three  generations,  were  subject  to  symptoms  very  like 
those  described  in  this  communication,  and  one  of  us  has  had 
the  opportunity  of  seeing  some  of  these  cases,  and  watching 
their  progress. 

In  the  Glasgow  Hos^yital  Reports  for  1899  Dr.  James 
Finlayson  (2)  calls  attention  to  the  occurrence  in  members  of 
the  same  family  of  conditions  very  similar  to  those  described 
above,  and  considered  by  him  to  be  examples  of  Hanot's 
cirrhosis  of  the  liver  occurring  in  children.  He  mentions 
four  children  in  one  family  who  were  jaundiced :  one,  a 
youth  get.  18,  had  great  enlargement  of  the  liver,  with  jaun- 
dice, marked  itching  of  the  skin,  and  epistaxis  ;  the  urine 
was  dark,  and  gave  a  slight  bile  reaction  with  iodine,  very 
indistinctly  with  nitric  acid  or  not  at  all ;  no  distinct  en- 
largement of  the  spleen  was  present,  a  very  definite  tumour 
in  the  left  hypochondrium  was  regarded  as  the  left  lobe  of 
the  liver;  he  had  also  had  previous  frequent  attacks  of 
feebleness  and  ill-health,  and  was  much  undersized  for  his 
age.  A  sister,  two  years  older,  suffered  from  feeble  health 
for  seven  years  ;  she  was  also  jaundiced,  and  had  epistaxis  and 
pruritus  ;  she  was  ill-developed,  and  showed  a  great  enlarge- 
ment of  the  liver  and  of  the  spleen — the  splenic  tumour  being 
more  striking  than  that  of  the  liver.  A  younger  brother, 
set.  15,  was  found  to  have  slight  jaundice  and  occasional 
itching  and  epistaxis ;  the  liver  reached  three  inches  below 
the  costal  margin,  the  spleen  three  and  a  half  inches. 
Another  younger  brother  appeared  to  be  a  little  yellow,  but 
there  was  no  enlargement  of  the  liver  or  spleen.  Syphilis 
and  alcoholism  could  be  excluded  from  the  family  histor3^ 
Dr.  Finlayson  gives  references  to  other  cases  where  several 
collateral  memlDcrs  of  a  family  were  afflicted  with  similar 
symptoms, 
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2.  In  reference  to  the  two  cases  here  described,  the  malady 
appears  to  have  lasted  certainly  in  the  son  for  fourteen  j^ears, 
and  may  have  been  congenital,  probably  in  the  mother  for  a 
much  longer  period,  though  with  some  long  intervals  between 
the  attacks.  The  same  chronicity  is  noticeable  in  Dr. 
Wilson's  cases  {loc.  cit.). 

3.  The  occurrence  of  ulcers  in  the  lower  extremities  which 
are  so  indolent  in  character  points  possibly  to  some  abnormal 
blood  condition.  Dr.  Finlayson  [loc.  cit.)  describes  in  one  of 
his  cases  a  tendency  to  the  formation  of  little  abscesses,  and 
in  the  case  referred  to  by  Dr.  Roger- Smith  (3)  of  a  medical 
student,  multiple  chronic  ulcers  of  the  Avhole  body  constituted 
a  marked  feature. 

4.  The  jaundice  is  apparently  always  slightly  present,  and 
undergoes  great  exacerbation  periodically,  and  is  then 
associated  with  severe  pain  about  the  liver  or  spleen,  or 
both. 

5.  The  occurrence  of  tliis  malady  in  two  patients  related 
to  one  another  raises  the  question  as  to  the  relationship  of 
the  various  cases  now  grouped  under  the  heading  of  Hanot's 
hypertrophic  or  biliary  cirrhosis. 

Mrs.  W.  might  possibly  be  considered  an  example  of  this 
disease,  but  we  are  not  convinced  that  in  the  case,  of  her  son 
any  actual  cirrhosis  has,  as  yet,  supervened.  It  is  important  to 
remember  the  group  of  cases  occurring  especially  in  children, 
known  under  the  designation  first  employed  by  Banti  (8  and  9) 
of  splenic  anaemia.  In  such  cases  the  liver  is  often  enlarged  as 
well  as  the  spleen,  and  both  enlargements  may  ultimately 
subside.  Also  in  the  single  case  of  Dr.  Wilson's  group,  in 
which  a  -post-mortem  was  obtained  (10),  the  liver  was  found 
to  be  smooth,  pale,  and  enlarged,  but  there  was  no  increase 
of  fibrous  tissue  ;  fat  globules  and  pigment  were  found  in 
the  liver  cells,  which  were  not  otherwise  much  altered.  In 
the  absence  of  iwst-mortem  evidence,  we  think  it  best  to  limit 
our  nomenclature  to  the  clinical  description  we  have  adopted 
in  this  paper  as  "Inheritance  of  Recurrent  Attacks  of  Jaun- 
dice and  of  Abdominal  Crises,  with  Hepato-splenomegaly." 

6.  Further  remark  may  be  made  in  respect  of  these  cases, 
and  that  is,  to  call  attention  to  the  extremely  guarded  prog- 
nostic view  to  be  held  in  such  cases.  In  the  case  of  Mrs.  W., 
above  described,  she  has  not  only  grown  to  maturity,  but  has 
had  a  family  of  five  children,  and  all  the  four  living  members 
except  one  are  quite  healthy ;  and,  except  for  the  occasional 
periodic  attacks  of  jaundice  and  abdominal  crises,  she  is  able 
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to  enjoy  life.     It  may  be  also  mentioned  that  two  of  the  boys 
described  by  Dr.  Wilson  have  j^ractically  recovered. 
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XXX. — On  the   Subsequent  History  of  Three  Cases  of 
Colitis  ou   whom  Bight  Lumbar  Colotomij  was per- 
foiined  several  years  ago.    By  W.  Hale  White,  M.D., 
and  C.  H.  Goldixg-Bied.     Read  May  23,  1902. 

IT  may  be  within  the  memory  of  some  members  of  this 
Society  that  on  May  12,  1899  [Clin.  Soc.  Trans.,  vol.  xxxii), 
we  read  a  paper  here  on  three  additional  cases  of  right  colo- 
tomy  for  chronic  colitis.  This  evening  Ave  propose  to  give  the 
subsequent  history  of  each  of  these  cases,  the  early  details 
of  which  will  be  found  in  our  previous  paper. 

Case  1. — Miss  F.,  tet.  36,  had  suffered  very  severely  from 
membranous  colitis  for  twenty  years.  On  May  13,  1896,  the 
first  stage  of  right  lumbar  colotomy  was  performed,  the  bowel 
being  opened  six  days  later.  In  May,  1897,  a  year  from  the 
operation,  Ave  closed  the  ai'tificial  anus  Avithout  difficulty. 
During  this  year,  from  May,  1896,  to  May,  1897,  her  general 
health  had  considerably  improA^ed,  and  she  had  gained 
flesh.  Her  doctor.  Dr.  A.  E.  Taylor,  of  Lancaster  Grate, 
Avrote  on  August  4,  1896:  "  She  has  done  very  Avell  indeed; 
not  had  a  bad  symptom ;  A'ery  feAA'-  casts ;  she  is  noAV  up  and 
about,  and  is  getting  stout."  After  May,  1897,  the  date  of 
closure,  our  first  report  is  XoA-ember,  1898,  AA'hen  she  came 
to  see  us.  She  then  looked  perfectly  Avell,  Avas  liA'ing  an 
ordinary  home  life,  Avas  active  in  her  habits,  and  taking 
moderate  outdoor  exercise,  but  had  to  take  aperients  to  get 
the  boAvels  open.  From  NoA'ember,  1898,  Ave  heard  nothing 
of  Miss  F.  till  Ave  AA'rote  to  her  in  February,  1902.  She  Avas 
then  in  bed  AA'ith  rheumatic  f CA'er,  so  her  mother  Avrote,  saj'ing- 
as  folloAvs  : — "  She  has  to  admit  that  there  is  A'ery  little 
change  in  her  condition  (compared  Avith  that  before  opera- 
tion), and  she  could  not  candidly  say  there  is  a  perfect  cure." 
It  is  clear  from  this  report  that  she  has  relapsed  from  her 
improA^ed  condition  in  NoA-ember,  1898.  Her  mother  con- 
tinues her  letter,  saying,  "  The  general  health  is  A'ery  bad ; 
occasionally  SAA^elling  attacks  (tympanites) ;  great  Avasting  of 
the  body ;  the  food  passes  through  undigested,  accompanied 
by  casts  and  blood  occasionally.  .  .  .  There  is  consider- 
able constipation." 
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Dr.  A.  E.  Taylor  corroborates  this  written  account,  and 

he  adds  that  she  has  recently  had  two  attacks  of  subacute 
rheuniatisin.  We  wrote  to  the  ])atient's  motlier  to  ask  when 
the  relapse  began,  and  she  replied  that  it  was  in  December, 
1898. 

Case  2. — Laura  B.,  set.  31,  a  barmaid,  had  suffered  from 
symptoms  of  severe  colitis  for  eighteen  months,  passing  much 
membrane.  On  March  3,  1898,  the  first  stage  of  right 
lumbar  colotomy  was  performed,  the  bowel  being  opened  on 
March  8.  The  artificial  anus  was  closed  without  difficulty  on 
September  29,  1900,  tAvo  and  a  half  years  after  it  was  made. 
During  this  two  and  a  half  years  iii  which  the  wound  re- 
mained open,  the  patient  remained  in  perfect  health,  resuming 
her  business  as  a  barmaid  six  months  after  the  artificial  anus 
was  made,  and  subsequently  continuing  her  occupation  Avithout 
interruption.  She  suffered  no  inconvenience  from  the  pro- 
tective apparatus  she  Avore  over  the  opening,  and  indeed  twice 
refused  our  offer  to  close  the  artificial  anus,  as  she  had  got 
quite  used  to  it,  and  was  afraid  of  running  the  risk  of  return 
of  the  membranous  colitis.  During  the  eighteen  months  that 
have  now  elapsed  since  the  closure  of  the  Avound  she  has 
remained  in  perfect  health,  folloAving  her  visual  occupation. 
There  has  been  no  trace  of  membranous  colitis,  and  to  assure 
ourselves,  last  November  we  took  her  into  the  hospital  for  a 
short  time  and  examined  all  the  motions  ;  they  Avere  perfectly 
natural.     She  remains  Avell  at  the  present  thne. 

Case  3. — EdAvard  K.,  set.  35,  had  suffered  from  symptoms 
of  chronic  colitis  for  seven  years.  Colotomy  Avas  performed 
December,  1898.  Five  days  later  the  boAvel  was  opened,  and 
seven  Aveeks  later  he  left  the  hospital  to  return  to  work  much 
improved  in  his  general  health,  and  having  lost  all  his  sym- 
ptoms of  colitis.  During  the  summer  of  1899  he  Avorked  hard 
as  an  artisan  in  AVoohvich  Arsenal,  and  as  he  continued 
perfectly  Avell  Avas  anxious  for  an  early  closure  of  the  Avound. 
Tavo  attempts  were  therefore  made  during  this  year  (1899), 
but  neither  Avas  successful,  though  the  opening  Avas  much 
reduced  in  size.  Since  the  second  of  these  attempts,  very 
nearly  all  the  ffeces  have  passed  naturally  through  the  colon 
and  per  rectum  in  a  perfectly  healthy  Avay,  only  a  little  occa- 
sionally coming  through  the  colotomy  Avound.  A  third  and 
last  attempt  Avas  made  in  1901,  but  again  Avith  only  partial 
success.     But  on  February  25,  1902,  he  presented  himself  in 
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good  health,  and  reported  that  the  small  sinus  resulting  from 
the  last  operation  had  closed  by  itself.  It  will  be  noticed 
that  he  has  remained  well  for  two  and  a  half  years  after  the 
passage  of  f  jeces  along  the  colon  has  been  re-established. 

We  think  these  records  show  that  in  severe  cases  of  chronic 
colitis  which  have  not  yielded  to  other  treatment,  right-sided 
colotomy  is  beneficial.  Indeed,  in  each  of  these  three  cases 
it  was  curative,  for  Miss  F.  did  not  relapse  until  eighteen 
months  after  her  wound  was  closed,  and  the  other  two  patients, 
although  their  colotomy  wounds  are  closed,  remain  perfectly 
well.  The  difficult  question  that  has  to  be  determined  is  how 
long  shall  the  artificial  anus  be  kept  open,  and  whether  in 
certain  cases  it  should  ever  be  closed  at  all.  It  is  to  be 
noticed  that  in  Miss  F.'s  case  the  artificial  anus  was  closed  at 
the  end  of  twelve  months,  during*  Avhich  period  she  had  re- 
mained free  from  her  symptoms,  as  indeed  she  did  for  several 
months  after  the  closure,  but  eventually  she  relapsed.  With 
our  present  experience,  the  extreme  duration  (20  years)  and 
great  severity  of  the  disease  in  Miss  F.,  who  had  become  a 
thorough  chronic  invalid,  would  lead  us  to  sugg'est,  if  we 
saw  another  patient  like  her,  that  the  artificial  anus  should  be 
maintained  considerably  more  than  a  year;  and  though  in 
our  second  case  the  artificial  anus  was  kept  open  two  and  a 
half  years  at  the  patient^s  own  request,  it  is  likely  that  by 
this  request  she  did  herself  a  great  service,  for  had  we  closed 
the  wound  earlier  she  might  have  relapsed  ;  still,  the  duration 
of  her  disease  was  short.  These  two  women  are  instances  of 
membranous  colitis.  The  third  case,  a  man,  was  one  of  chronic 
dysentery.  He  so  immediately  improved  after  colotomy  that 
we  made  the  first  attempt  to  close  his  opening  in  a  few 
months,  and  we  felt  Avarranted  in  the  attempt  because,  owing 
to  the  mechanical  difficulties  of  plugging  the  wound  in  his 
ctecum,  there  were  freqvient  escapes  of  f^ces  into  the  colon, 
although  the  passage  of  these  was  not  sufficient  to  provoke 
any  return  of  his  symptoms.  The  difficulty  in  restraining 
the  escape  of  the  intestinal  contents  along  the  colon  on  the 
one  hand  and  externally  on  the  other,  because  of  its  fluidity, 
compels  us  to  form  an  adverse  opinion  of  ctecotomy  in  these 
cases  as  compared  with  a  right  lumbar  colotomy ;  and  for  the 
same  reason  also  a  c^cotomy  wound  is  more  difficult  to  close. 
.  To  avoid  the  nuisance  of  an  artificial  anus,  a  small  valvular 
opening  in  the  colon  has  been  suggested  and  employed 
{Transactions   of  Neic    York    Surgical    Society,  January   23, 
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1901,  communicated  by  Dr.  Percy  Bolton).  Throug-li  it  anti- 
septic irrigation  from  it  to  the  anus  has  been  practised,  but 
our  opinion  is  that  in  membranous  colitis  irrigation  does 
more  harm  than  good ;  the  complete  rest  given  to  the  colon 
by  the  artificial  anus  is  all  that  is  required.  Our  reasons  for 
this  view  are  given  in  our  former  communication. 

It  has  been  suggested  to  us  that  the  implantation  of  the 
ileum  into  the  sigmoid  Avould  meet  all  requirements  without 
an  artificial  anus,  and  ensure  permanency  of  cure.  Three 
objections  at  once  present  themselves  to  this  plan.  In  the 
first  place  the  irritating  fluid  contents  of  the  ileum,  passing  at 
once  into  the  rectum,  would  be  likely  to  produce  a  chronic 
diarrhoea ;  secondly,  some  of  the  contents  of  the  small  intes- 
tine would  be  sure  to  regurgitate  from  the  sigmoid  flexure 
into  the  colon,  and  so  keep  up  the  colitis  ;  and,  thirdly,  the 
implantation  would,  in  many  instances,  not  be  above  the  whole 
of  the  disease. 
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I. — Rl(jht-sided  Heviiparesis  iritJi,  AfropJujof  Left  Optic 
Vise.  By  Raynek  D.  Battex,  M.D.,  and  Leonakd 
GuTHEiE,  *M.D.     Exliihited  Ocfoher  25,  1901. 

BOY,  Kt.  12,  fractured  left  femur  in  October,  1900.  Whilst 
laid  up  had  a  doubtful  attack  of  acute  rheumatism.  In 
February,  1901,  noticed  weakness  (gradual)  of  right  arm  and 
legs,  difficulty  in  writing  and  walking.  When  seen  on  April 
80,  1901,  Aveakness,  ataxy,  and  intention  tremors  noted  in 
right  arm.  Right  leg  wasted,  knee-jerk  exaggerated,  ankle- 
clonus  marked,  and  typical  Babinski's  plantar  reflex  present. 
Sensation  normal.  Gait  liemiplegic  in  type.  No  facial 
paralysis.  Faint  presystolic  bruit  present.  Veins  of  left 
optic  disc  engorged,  but  no  swelling  of  disc. 

May  21. — Left  optic  disc  hazy,  veins  engorged.  Vision 
not  tested. 

June  28  (Dr.  Batten's  note). — "Left  optic  disc  pale  and 
excavated.  Cribriform  plate  exposed  at  bottom  of  excavation. 
Disc  not  filled  in  nor  opaque.  No  blurring  of  vessels  nor  of 
margins    of   optic    disc.     Well-marked    centi'al    scotoma   for 
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white  (no  colour  perception).  Retina  in  macular  area  and 
up  to  optic  disc  showed  signs  of  disturbance  and  a  number  of 
tine  white  dots.  Veins  somewhat  large,  dark,  and  tense." 
The  right  optic  disc  Avas  normal.     No  hemianopsia. 

October  1. — Paresis  much  iinproved^  but  still  some  inten- 
tion tremors  of  arm,  and  increased  reflexes  in  leg  with 
extensor  response  in  right  great  toe.  Vision :  left  eye  very 
slightly  impaired ;  discs  still  pale,  and  veins  rather  large. 

Remarks. — Nature  of  case  is  obscure.  Patient  may  have 
had  thrombosis  in  neighbourhood  of  left  motor  tract  with 
retro-bulbar  neuritis  of  left  optic  nerve. 

May  be  compared  with  case  shown  at  Clinical  Society^s 
meeting,  October  28,  1898,  vol.  xxxii,  page  228,  in  which 
complete  left  hemiplegia  and  white  atrophy  of  right  optic 
disc  existed.  The  condition  followed  convulsions  (post- 
partum), and  was  believed  to  be  due  to  embolism  or  throm- 
bosis of  rio-ht  Svlvian  arterv  and  of  arteria  centralis  retina?. 


II. — A  Case  of  GleimrcVs  Disea.^e.    By  J.  P.  Paekixson, 
M.D.     E,rhihifpd  October  25,  1901. 

A  MARRIED  woman  set.  40.  She  has  had  tive  children. 
She  is  said  to  have  had  no  illnesses  except  pneumonia 
two  years  ago,  and  has  never  suffered  from  indigestion  or 
abdominal  pain  or  discomfort.  She  came  to  the  hospital  for 
symptoms  due  to  stenosis  and  regurgitation  of  the  mitral 
valve  and  cardiac  dilatation. 

The  abdomen  is  very  large  and  flabby  from  relaxation  of 
the  muscles  of  the  abdominal  wall.  When  lying  on  the  back 
the  lower  limit  of  the  liver  can  be  felt  a  finger's  breadth 
below  the  level  of  the  umbilicus,  and  its  dulness  above 
extends  to  the  costal  margin,  but  in  the  erect  position  it  falls 
to  a  much  lower  level.  It  can  be  freely  moved  about  between 
the  two  hands.  The  spleen  is  also  felt  to  be  somewhat 
enlarged,  prolapsed,  and  movable.  The  right  kidney  can  be 
easily  felt  as  a  movable  mass  below  the  right  limit  of  the 
liver,  from  whence  it  can  be  pushed  back  into  the  loin.  The 
left  kidney  appears  to  be  normal  in  position.     The  stomach 
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DESCRIPTION   OF  PLATE   XI. 

To  illuslrate  Dr.  Seymour  Taylor's  case  of  Congenital  Absence  of  both 

Clavicles. 
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seems  to  lie  soinewliat  below  its  usiuil  level,  and  to  be  slightly 
enlarged. 

For  a  week  in  the  middle  of  June  the  patient  suffered 
from  a  constant  pain  in  the  right  loin,  which  extended  from 
thence  to  the  anterior  sujierior  iliac  spine,  and  during  this 
period  the  urine,  which  previously  had  contained  only  a  trace 
of  albumen,  diminished  to  half  its  usual  amount,  and  contained 
two  iifths  of  albumen.  When  the  pain  ceased,  the  albumen 
and,  for  a  few  days,  the  amount  of  urine  increased  to  three 
or  four  pints  daily.  This  temporary  interference  with  the 
functions  of  the  kidney  was  the  only  symptom  referable  to 
the  large  amount  of  visceroptosis  present. 

It  is  hardly  necessary  to  add  anything  to  the  above  except 
to  mention  that  the  increased  weight  of  the  organs  from  the 
congestion  dependent  upon  the  heart  disease  was  a  probable 
factor  in  the  causation  of  the  visceroptosis,  and  to  say  that 
the  latter  name,  by  suggesting  a  condition  rather  than 
a  disease,  perhaps  fits  the  case  better  than  the  term 
"  Glenard's  disease,"  as  the  absence  of  symptoms  was  a 
remarkable  feature  in  the  case,  Avhich  in  as  advanced  types 
as  the  above  usually  causes  some  abdominal  discomfort,  and 
frequently  hypochondriasis. 


III. — Case  of  CongenltdJ  Ahsinice  of  hofh  Clainclcs.     By 
Seymour  Tayloe,  M.D.     Exhihifed  October  25, 1901. 

(^  W.,  male  tet.  20,  clerk.  The  family  history  cannot  be 
J  •  obtained,  hence  the  question  of  maternal  impression 
cannot  be  answered.  No  history,  however,  of  trauma  or  of 
fracture.  There  are  some  suspicious  signs  of  hereditary 
specific  disease.  Both  clavicles  are  incompletely  developed. 
On  each  side  the  sternal  ends,  with  the  attachments  of  the 
sterno-mastoid  muscles  thereto,  can  be  felt,  and  there  would 
appear  to  be  some  attempt  at  development  towards  the 
acromial  end.  The  intervening  space  is  occupied  by  what 
would  appear  to  be  fibrous  structure,  possibly  representing 
the  costo-coracoid  membrane.  The  upper  limbs  are  not 
impeded  in  their  various  movements ;  indeed,  the  patient  had 
no  previous  knowledge  of  his   defects.     On  the  other  hand. 
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he  can  throw  a  ball  and  play  cricket  as  well  as  most  youths. 
Both  shoulders  can  be  so  far  approximated  to  the  middle  line 
that  the  eminences  of  the  deltoid  muscles  can  be  made  to 
touch  each  other.  The  condition  thus  approaches  that  of 
the  Carnivora. 

On  each  side,  the  sternal  epiphysis  bears  no  attachment 
of  any  fibres  of  the  sterno-mastoid  muscle,  but  there  is  a 
well-developed  band  of  muscular  fibres  springing  from  the 
manubrium. 

Attached,  apparently,  to  the  lower  aspect  of  the  rudi- 
mentary sternal  end  is  a  fibrous  cord  mentioned  above,  which, 
passing  outwards  towards  the  acromion,  probably  represents 
either  the  costo-coracoid  membrane  or  the  fibrous  streak 
which  is  found  in  the  Carnivora  between  the  trapezius  and 
the  deltoid  muscles,  and  which  is  doubtless  the  homologue  of 
the  clavicle  in  man. 


IV. — A  Case  of  Hi/drops  ArtlcuVi  in  the  Knee-joiiit  of 
an  Old  Man  who  is  the  sidiject  of  Well-marlccd  Osteo- 
arthritis. By  F.  C.  Wallis,  B.C.  Exhibited  October 
25,  1901. 

THE  ligamentum  patella3  has  been  ruptured ;  previous  to 
that  the  patella  had  been  twice  fractured ;  it  can  now 
be  felt  some  distance  up  the  thigh.  In  spite  of  this  condition 
the  man  is  able  to  get  about  Avith  the  aid  of  a  stick.  The 
large  fluid  swelling  in  front  of  the  joint  has  been  aspirated 
three  times,  and  pressure  has  been  applied.  This  has  had  no 
effect  in  reducing  the  fluid,  and  I  have  ceased  to  trouble 
about  it.  The  comparative  ease  with  which  the  man  gets 
about  Avith  so  disorganised  a  joint  is  unusual,  and  probably 
the  presence  of  the  fluid  in  the  joint  is  a  help  in  this  respect. 
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V. — A  Gafic  of  Acute  Ininsmiscejjtion  in  a  child  set.  7 
months  (Ileo-cxcal  variety)  succesfifidlij  treated  hi/ 
operation.  By  F.  C.  AVallis,  B.C.  Exhibited' 
October  25,  1901. 

rpHIS  patient  was  admitted  to  the  Metropolitan  Hospital 
X  on  July  21  with  somewhat  obscure  symptoms  of  intestinal 
obstruction.  The  operation  was  performed  thirty-three  hours 
after  the  first  onset. 

An  incision  in  the  upper  part  of  the  riglit  semilunar  line 
was  made,  and  the  abdomen  opened.  The  intussusception, 
which  occupied  the  situation  of  the  hepatic  flexure  of  the 
colon,  was  drawn  out  of  the  incision,  and  by  gentle  traction 
and  pressure  it  was  gradually  reduced. 

The  intussuscepted  gut  was  seven  inches  long,  quite 
collapsed,  somewhat  congested,  and  thickened. 

After  reduction  the  intestine  was  returned  to  the  abdomen, 
and  the  abdominal  incisions  closed  by  one  row  of  catgut 
sutures.  The  operation  lasted  twenty  minutes.  The  bowels 
acted  next  day. 

Recovery  was  uninterrupted  except  that  the  baby  was 
unable  to  digest  any  peptonised  or  other  milk,  but  when  the 
mother  recommenced  to  feed  it  this  trouble  ceased. 

The  child  was  discharged  on  August  8  quite  well. 


VI. — Case  of  Leontiams  Os.sea,  ?  "  Henpuye.'"     ^j  H. 
Betham  Roeinson,  M.S.    Exhibited  October  25,  1901. 

TP.,  male  «t.  26. 
•     Very  hard,  almost   symmetrical  swellings  on  the  nasal 
bones    and    adjacent   parts    of    superior    maxilla,     skin    not 
involved.    The  nasal  chambers  are  almost  completely  blocked, 
the  turbinates  being  pushed  towards  the  septum. 

The  swelling  first  appeared  on  the  left  side  in  1897,  and 
progressed  slowly.  No  pain,  no  watering  of  the  eyes,  no 
history  of  syphilis. 

He  has  been  in  South  Africa  since  the  lesions  appeared. 

The  remarkable  feature  of  the  case  is  its  strong  likeness 
to  "  henpuye  "  or  "  dog-nose  "  of  Cape  Coast  Colony. 
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YII. — Pulsating  Tumour  of  the  Sacrum.     By  Chaetees 
J.  Symoxds,  M.S.     Exhibited  October  25,  1901. 

rpHE  patient,  a  man  tet.  65.  came  to  Guy's  Hospital  com- 
X  plaining  of  pain  in  the  sacrum.  On  rectal  examination 
a  pulsating  tumoiir  can  be  felt  high  up,  covering  the  whole 
■width  of  the  sacrum,  and  reaching  rather  further  to  the 
right.  The  pulsation  is  controlled  by  compression  of  the 
aorta.  Through  the  sacrum  a  loud  systolic  bruit  can  be 
heard.  The  patient  has  also  outward  displacement  of  the 
left  eyeball,  due  to  a  formation  (gi^owth  ?)  in  the  inner  side. 
From  the  nose  he  had  removed  a  year  or  more  ago  a  polypus. 
It  is  suggested  that  pulsating  tumour  is  a  growth  secondary 
to  that  in  the  ethmoid. 

The  patient  pressed  for  some  relief  to  the  nasal  obstruc- 
tion, and  so  was  put  under  chloroform,  partly  with  a  view  to 
examining  the  pelvis  more  fully  and  at  the  same  time  for 
removing  the  more  obvious  polypus.  Xo  growth  could  be 
felt  from  above  and  no  further  mass  by  the  rectum.  On 
removing  the  polypus  with  a  pair  of  forceps,  a  most  furious 
hsemorrhage  ensued,  so  that  within  a  minute  he  must  have 
lost  the  best  part  of  a  pint  of  blood ;  it  was  controlled  by 
firm  plugging  with  gauze.  Very  soon  afterwards  the  left 
eyeball  protruded  to  a  much  greater  extent,  and  a  marked 
bruit  could  be  heard  over  the  frontal  bone,  the  appearances 
closely  resembling  those  of  arterio-venous  aneurysm.  As  it 
was  feared,  symptoms  of  meningitis  developed,  and  the 
patient  died  in  a  few  days. 

The  jjost-mortem  was  made  by  Dr.  FaAvcett,  who  has  kindly 
provided  the  following  notes  : 

Geo.  W.,  set.  63  years.  November  9,  1901,  post-mortem 
six  hours  after  death. 

Nose :  the  upper  portion  of  the  left  nostril  was  filled  with 
a  soft,  rather  gelatinous  growth,  invading  the  ethmoid  and 
infiltrating  its  substance,  both  on  the  orbital  and  nasal 
aspects.  The  cribriform  plate  was  softened  by  the  growth, 
but  the  upper  cranial  surface  was  smooth  and  apparently 
covered  by  a  layer  of  the  dura  mater;  this  was  readily 
separated  on  taking  hold  of  it  with  a  pair  of  forceps. 

Basal  siippurative  meningitis  was  present. 

Supra-renals  :    left,  softened   and  its  interior  excavated. 
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It  did  not  contniu  any  secoudaiy  deposits.  Kight,  enlarged 
by  a  mass  of  soft  white  growth  involving  the  whole  of  the 
organ,  except  for  a  small  jDortion  of  its  upper  edge,  of 
about  0'5  cm.  in  depth.  The  outline  of  the  supra-renal  was 
maintained,  the  growth  being  completely  encapsulcd.  It 
measured  4'5  by  2"5  cm. 

Kidneys:  736  grammes,  considerably  enlarged.  Right, 
studded  all  over  with  rounded  deposits  of  a  white  growth 
similar  to  that  in  the  supra-renal;  the  largest  of  the  deposits 
measured  about  1  cm.  across.  Left,  the  upper  half  consisted  of 
a  mass  of  white  growth,  and  at  the  lower  margin  of  it  was  an 
area  in  which  colloid  degeneration  had  taken  place.  In  the 
lower  half  of  the  organ  were  several  secondary  deposits  like 
those  in  the  right  kidney. 

Gluteal  region  and  pelvis  :  ^jo.s^  mortem  there  was  no  sign 
of  any  gluteal  or  sacral  tumour  when  the  body  Avas  examined 
from  the  outer  surface.  The  gluteal  muscles  were  cut  through 
and  dissected  off,  and  no  trace  of  any  tumour  was  to  be  seen, 
either  in  this  region  or  over  the  great  sciatic  notch.  The 
external  surface  of  the  ilium  appeared  quite  intact  and  of 
normal  outline.  On  opening  the  abdomen  and  ex])loring  the 
pelvis,  no  trace  of  any  tumour  could  at  first  be  found  or  made 
out.  The  large  vessels  and  nerves  were  not  involved,  and  it 
was  not  until  the  whole  of  the  contents  of  the  pelvis  were 
cleared  out  that  any  trace  of  the  tumour  was  detected.  A 
section  through  the  ilium  at  the  level  of  the  top  of  the  great 
sciatic  notch  showed  the  bones  to  be  perfecth'  normal.  The 
growth  occupied  the  body  and  lateral  portions  of  the  sacrum, 
spreading  on  the  right  side  on  to  and  into  that  portion  of 
the  ilium  joining  the  upper  part  of  the  sacrum.  The  whole 
of  the  front  of  the  sacrum  had  disappeared.  There  was  no 
trace  of  any  of  the  bodies,  or  of  the  anterior  sacral  foramina. 
All  that  remained  was  a  shell  of  the  sacrum  formed  of  the 
posterior  portion  of  the  bone,  which  on  its  anterior  surface 
was  smoothed  and  grooved,  forming  a  canal  containing  a 
solid  mass  of  growth.  The  growth  extended  the  Avhole 
length  of  sacrum,  and  over  the  coccyx  was  a  projecting 
nodule  of  it. 

The  whole  of  the  sacrum  left  was  ankylosed  together,  and 
to  it  the  articulating  portion  of  the  ilium.  At  the  upper 
portion  of  the  sacrum  the  growth  had  invaded  the  ilium  for 
a  distance  of  5  cm.,  and  protruded  as  a  lobulated  mass  on 
the  inner  surface.  The  bone  where  invaded  by  the  growth 
was  so  altered  in  its  outlines  that  I  could  not  definitely  make 
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out  its  normal  limits.  Upwards  the  growth  extended  into 
the  lower  portion  of  the  lumbar  region,  it  having  here  also 
excavated  for  itself  a  groove  similar  to  that  in  the  sacrum. 

The  terminal  portion  of  the  cauda  equina  was  involved. 
The  growth  in  the  groove  of  the  sacrum  measured  3*125  cm. 
deep  by  3'75  broad. 

There  was  no  sign  of  any  tumour  externalh',  nor  any 
growth  protruding  down  over  the  great  sciatic  notch, 
^licroscopically  the  growth  was  a  small  round-celled  sarcoma. 

I  thought  the  nose  was  probably  the  primary  growth,  but 
that  in  the  right  supra-renal  was  very  strikingly  encapsuled, 
aiid  did  not  invade  the  kidney  in  direct  relation  with  it. 


YIII. — SuphiUtic  Mj/osltis  of  the  Extensor  Cruris.  By 
Chaeters  J.  Symoxds,  M.S.  Exhibited  October  25, 
1901. 

A  MAN  exhibited  last  session.  He  is  again  exhibited  in 
fulfilment  of  a  request  made  at  that  time.  Doubt  was 
expressed  as  to  the  nature  of  the  case,  some  thinking  the 
condition  to  be  a  new  growth.  In  the  interval  rapid  improve- 
ment has  taken  place,  preceded  by  involvement  of  the  skin. 
The  patient  was  unable  to  submit  to  the  treatment  of  rest, 
and  for  a  time  was  without  medicinal  treatment.  When  he 
returned  there  was  effusion  into  the  knee,  and  signs  of 
advancing,  disease,  and  the  skin  was  broken  in  several  places. 
Large  doses  of  iodide  produced  rapid  improvement,  so  that 
the  diaofnosis  can  no  longer  be  doubtful. 


IX. — Arthropathy  in  a  Case  of  BroncMedasis.  Shown 
by  H.  E.  Symes  Thompson  (for  Percy  Kidd,  M.D.). 
Exhibited  October  25,  1901. 

ADA  W.,  xi.  26,  single.  Symptoms  of  chronic  bronchitis 
began  about  eighteen  months  ago,  the  sputum  being 
offensive  from  the  first.  Twelve  months  ago  the  sputum 
became  more  offensive  and  more  copious,  and  about  this  time 


Clin.  Soc.  Trans.,  Vol.  XXXV.,  PI.  XII. 


Bale  and  Datiieissoii,  Ltd. 


DESCRIPTION  OF  PLATE  XII. 
To  illustrate  Dr.  Seymour  Tayloi-'s  case  of  Bilateral  Facial  Palsy. 


Clinical  Cases.  177 

the  ankle-joints  first  became  affected.  Subsequently  the 
wrists  and  knees  were  involved. 

Present  state  of  joints. — Both  wrists  swollen,  stiif,  and 
tender;  no  creaking.  Fingers  generally  enlarged,  tips 
clubbed.  Literossei  and  forearm  muscles  considerably  wasted. 
Knees  slightly  swollen,  and  contain  a  little  fluid.  Ankles 
enlarged  but  not  tender  at  present.  Muscles  of  legs, 
especially  extensors,  wasted.  Feet  in  the  position  of  talipes 
equinus,  but  ankles  can  be  dorsiflexed.  Skiagraphs  show  no 
definite  thickening  of  bones. 

Physical  signs  of  bronchiectasis  well  marked  at  left  base. 
Sputum,  formerly  very  offensive,  has  now  no  foetid  odour, 
though  the  quantity  has  not  greatly  diminished. 


X. — A  Case  of  Bilateral  Facial  Palsij.     By  Seymour 
Taylor,  M.D.      Exhibited  January  24,  1902. 

CR.  B.,  ast.  15,  schoolboy. 
•  He  is  stated  to  have  had  "  paralysis  of  the  legs  and 

arms  at  five,"  from  which  he  recovered. 

His  mother  states  that  he  has  never  been  able  "  to  move 
his  face,"  and  that,  when  he  cried  as  an  infant,  she  would  not 
have  known  about  it  except  for  his  open  mouth  and  the  noise 
that  he  made. 

There  is  no  history  of  delivery  by  forceps. 

There  is  no  history  of  otori-hoea. 

He  has  had  two  attacks  of  rheumatic  fever,  viz.  at  ten  and 
at  fourteen. 

He  was  admitted  to  the  West  London  Hospital  for 
consequent  valvular  disease  of  the  heart. 

There  is  almost  complete  bilateral  facial  palsy ;  but  there 
would  appear  to  be  slight  voluntary  power  in  the  risorius  and 
the  depressor  anguli  oris,  and  also  in  a  few  fibres  of  the 
orbicularis  oris  muscles.  Otherwise  the  face  is  mask-like  in 
its  want  of  expression.  The  palpebral  fissure  is  never  com- 
pletely closed.     The  mouth  is  ahvays  more  or  less  gaping. 

He  talks  readily,  and  can  easily  be  understood  by  those 
who  are  accustomed  to  his  manner  of  siDeech.  But  all  labial 
and  explosive  consonants  are  pronounced  by  the  aid  of  the 
tongue,  so  that  ''  apple  "  is  turned  into  "  attle,"  "  pear  " 
becomes  "tear,"  and  so  on. 
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He  lias  some  difficulty  in  the  preliension  of  food.  There  is 
some  movement  in  the  soft  palate  during  the  pronunciation 
of  vowels. 

He  has  no  other  palsies,  and  no  sign  of  degenerative 
changes  in  any  other  nerve. 

The  exact  seat  of  the  lesion  has  not  yet  been  determined 
by  complete  electrical  reactions,  but  the  probability  is,  so  far 
as  we  have  been  able  to  investigate,  that  the  lesion  is  a 
peripheral  one. 


XI. — Case   of  Dislocation   of   Navicular.     By    Gr.    R. 
Tdrnek.     E,vhibited  January  24,  1902. 

JOHN  L.,  £et.  32,  farrier. 
The  patient  was  riding  when  his  horse  stumbled  and 
fell    with    him,  crushing    his    left    foot ;  the  man  extricated 
himself,  and  in  getting  on  to  his  feet  twisted  his  foot  inwards. 
After  this  he  could  not  put  his  foot  to  the  ground. 

When  he  came  up  to  the  hospital  the  general  appearance 
of  the  foot  was  like  that  of  flat-foot. 

There  was  a  prominent  rounded  swelling  just  below  and  in 
front  of  the  internal  malleolus  of  the  left  leg.  This  swelling 
was  quite  easy  to  reduce  by  inserting  the  foot  and  pressing 
the  swelling  outwards,  but  it  returned  when  the  pressure  was 
relaxed. 

There  was  rather  a  marked  hollow  below  the  external 
malleolus,  and  decided  abnormal  mobility  at  the  mid-tarsal 
joint. 

The  foot  Avas  examined  under  the  X  rays  Avith  a  screen, 
and  the  scaphoid  was  seen  to  be  dislocated  inwards  (see 
skiagram) . 

The  foot  was  put  up  in  a  thickly  padded  internal  splint  so 
as  to  maintain  it  in  a  position  of  inversion,  but  it  was  found 
impossible  to  keep  the  dislocation  thoroughly  reduced. 

Massage  and  movement  were  commenced  after  the  first  five 
days,  and  the  patient  got  up  and  walked  about  with  crutches 
in  two  weeks. 

He  left  the  hospital,  walking  without  crutches,  on  Novem- 
ber 30th. 


DESCRIPTION   OF   PLATE   XIII. 

To  illustrate  Mr.  G.  R.  Tinuer's  case  of  Dislocation  of  Navicular 


Clin.  Soc.  Trans.,  Vol.  XXXV.,  PI.  XIII. 


Bale  and  Danielsson,  Ltd 


Clinical  Cases.  179 


XII. — Bilateral  Cervical  Ribs,  and  an  Abnormal  Bony 
Mass  at  the  First  Ghondro-sternal  Junction.  By 
Laweie  McGavin.     Exhihited  January  24,  1902. 

pERTRUDE  H.,  a^t.  18.  Patient  first  noticed  the  mass 
^  J  under  the  left  clavicle  six  months  ago  ;  it  had  given  rise 
to  no  inconvenience  except  that  from  time  to  time  she  had 
been  troubled  with  aching  pains  in  this  region.  On  exa- 
mining her  the  condition  of  her  neck  was  accidentally 
discovered.  She  has  lately  complained  of  slight  numbness 
and  tingling  over  the  dorsum  of  the  first  and  second  meta- 
carpal bones  of  both  hands.  In  addition  to  this  she  has 
occasionally  experienced  shooting  pain  in  the  area  of  dis- 
tribution of  the  superficial  branches  of  the  cervical  plexus, 
especially  of  the  great  occipital  and  supra-acromial  divisions. 
The  symptoms  are  more  marked  on  the  left  than  on  the  right 
side. 

The  skiagram  shows  the  position  of  the  supernumerary 
ribs;  that  on  the  right  side  is  short  and  straight,  and  ends 
over  the  centre  of  the  first  rib,  springing  from  the  transverse 
process  of  the  seventh  cervical  vertebra.  That  on  the  left  is 
curved,  and,  springing  also  from  the  same  point,  appears  to 
end  much  nearer  to  the  inner  end  of  the  clavicle.  It  will  be 
seen  that  the  sternal  extremities  of  the  first  ribs  are  markedly 
different  in  shape,  that  on  the  right  being  broad  and  thick, 
while  that  on  the  left  is  thin  and  indistinct. 

At  the  upper  margin  of  the  skiagram  is  seen  an  indistinct 
nodular  bony  mass,  apparently  in  connection  with  the  trans- 
verse processes  of  the  fourth  and  fifth  cervical  vertebrse. 


XIII. — A  Case  of  Abnormal  Curvature  of  the  Spine 
determined  by  Shortening  of  the  Left  Bectvs  Abdo- 
minis Muscle.  By  J.  Jackson  Clakke,  M.B.  Ex- 
hibited January  24,  1902. 

AB.   was  first  brought  to  me  in  December,   1900.      She 
•      was  then  nine  years  old,  and  she  had  a  pronounced 
C-shaped  total  kyphosis,  associated  with  slight  dorsal  scoliosis,. 
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the  convexit}'  of  the  curve  being-  to  the  rig-ht.  The  patient's 
breathing  was  purely  abdominal,  and  the  abnormal  curves  in 
the  spine  were  fixed,  not  disappearing  either  when  the 
patient  lay  down  or  when  manual  pressure  was  employed. 
On  attempting  to  straighten  the  spine,  I  observed  that  the 
lower  portion  of  the  thoracic  wall  on  the  left  side  was  dragged 
upon,  and  that  the  left  rectus  muscle  was  tense  and  hard  in 
every  position  of  the  body,  and  that  it  was  less  resistent 
when  the  patient  was  sitting  with  the  body  bent  forward 
than  it  was  when  she  lay  down  on  the  back.  On  inquiry  I 
found  that  when  the  patient  was  six  months  old  her  mother 
had  noticed  that  the  right  side  of  the  abdomen  was  more 
prominent  than  the  left.  The  case  is  probably  akin  to  the 
common  form  of  wry-neck,  due  to  organic  shortening  (con- 
tracture) of  one  sterno-mastoid  in  infants. 

The  treatment  has  been  instrumental  and  gymnastic. 
Improvement  has  been  thus  obtained  through  the  stretching 
of  the  shortened  rectus;  it  remains  to  be  decided  Avhether 
any  marked  gain  would  result  from  elongation  of  the  left 
rectus  by  a  simple  plastic  operation. 


XIV. — Arthropathi/  of  Slioulder-joinf  in  a  Case  of 
Syringomijelia.  By  AY.  D.  Haemer,  M.C.  (intro- 
duced by  AxTHONY  Bowlby).  Exhibited  January 
2\  1902. 

rn      p.,  male  ?et.  20  years,  hawker. 

X  •  Injury  to  left  shoulder  twelve  months    previously, 

followed  by  swelling    (?  ruptured  muscle),  which   gradually 
subsided. 

Eight  months  ago  painless  swelling  of  same  joint,  com- 
mencing suddenly  without  injury. 

Two  months'  grating  and  "  shifting  of  bone."  "  Back 
curved"  last  three  or  four  years  (?).  Family  history  not 
important.  Xo  previous  illness  except  varicella.  Ko  history 
of  syphilis.     Generally  has  boils  on  some  part  of  body. 


DESCRIPTION   OF   PLA-TE   XIV. 

To  illusti'ate  Mr.  Havmer's  case  of  Avtlivopatby  of  Shoulder-joint  in  a 
case  of  Syringomyelia. 
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DESCRIPTION   OF   PLATE   XV. 
To  illustrate  Mr.  Harmer's  case  of  Arthropathy  of  Shoulder-joint. 
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Short,  strongly  built  patient ;  voice  always  husky.  No 
muscular  wasting-  discovered,  drip  in  left  hand  a  little 
weaker.  Left  slioulder-joint  uniformly  enlarged  (18  inches 
by  15  Rt.),  painless.  Movement  free  as  high  as  the  level  of 
acromion  process,  but  attended  with  marked  grating  and 
luxation. 

Head  of  humerus  eroded  {vide  skiagram) .  When  arms  are 
hanging  there  is  an  inch  of  lengthening  of  left  due  to  laxity 
of  ligaments.  Well-marked  kyphosis  and  lateral  curvature 
with  convexity  to  the  left  {vide  photograph).  Not  tender  on 
pressure.  Secretion  of  sweat  excessive  on  face.  Numerous 
painless  ulcers  on  thumb  and  fingers  of  left  hand,  commencing 
as  bullae.  Complete  thermo-antesthesia  from  about  fifth 
cervical  to  third  lumbar  spines,  including  arms.  Analgesia 
marked  only  over  front  and  lateral  aspect  of  joint ;  slight 
in  left  hand.  Tactile  sense  normal.  No  loss  of  muscular 
pressure  or  localisation  senses.  Knee-jerks  marked.  No 
ankle-clonus.     No  ocular  changes. 


XV. — A  Case  iUustrating  a  New  Method  of  treatiny  by 
Muscle-grafting  Old-standing  Paralysis  of  the  Upper 
Root  of  the  Brachial  Plexus  (Erh-Duchenne  Type). 
By  A.^H.  Tubby,  M.S.,  and  Plteyes  Stewart,  M.D. 
EMbited  January  24,  1902, 

rpHE  following  case  is  of  considerable  interest,  as  it  shows 
\-  the  results  of  an  attempt  to  treat  an  often  incurable 
affection,  and  to  render  a  useless  limb  of  service  for  some  of 
the  ordinary  duties  of  life.  The  notes  on  the  case  are  as 
follows  : 

The  patient,  Thomas  N.,  tet.  56,  is  by  occupation  a  carman, 
and  he  sought  admission  to  Westminster  Hospital  on  account 
of  loss  of  power  in  the  left  arm,  which  entirely  precluded  him 
from  following  his  vocation.  He  is  a  big  and  stout  man, 
inclining  to  obesity,  but  he  states  that  his  general  health  has 
been  very  good,  and  he  has  never  suffered  from  an}'  illness 
he  can  remember,  and  is  moderate  in  taking  alcohol. 
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On  February  11,  1901,  he  was  admitted  to  Westminster 
Hospital  under  the  care  of  Dr.  Murrell,  and  said  that, 
sixteen  months  ago  he  fell  off  his  van — a  distance  of  about 
nine  feet — and  struck  the  left  shoulder  and  left  side  of  his 
head,  and  was  stunned  for  over  an  hour.  On  regaining  con- 
sciousness he  found  himself  unable  to  lift  the  left  arm,  and 
there  was  a  large  amount  of  swelling  around  the  shoulder, 
accompanied  by  some  bruising.  A  week  after  the  accident 
he  Avent  to  the  Temperance  Hospital,  which  he  attended  for 
six  months,  and  then  to  the  Hospital  for  Paralysis  in  Queen 
Square  for  another  six  months,  but  without  gaining  any 
benefit.  The  treatment  consisted  in  external  applications  and 
the  use  of  electricity.  There  is  no  evidence  of  any  fracture 
or  dislocation. 

When  he  came  into  Westminster  Hospital  there  was 
found  to  be  wasting  of  the  deltoid,  infraspinatus,  biceps, 
brachialis  anticus,  and  supinator  longus  on  the  left  side,  and 
he  was  quite  unable  to  abduct  the  shoulder  or  to  flex  the  elbow. 
There  was  entire  loss  of  electrical  excitability  in  these 
muscles,  and  it  was  noted  that  there  Avas  anesthesia  along 
the  outer  side  of  the  upper  arm  and  forearm  in  the  areas  of 
skin  supplied  by  the  circumflex  and  musculo-cutaneous 
nerves. 

He  was  treated  by  application  of  the  faradic  current  and 
hypodermic  injections  of  strychnine,  and  it  was  found  on 
April  2,  1901,  that  the  anaesthesia  had  disappeared,  but  the 
motor  paralysis  remained  as  before. 

On  April  26  an  examination  of  his  condition  by  Dr. 
Purves  Stewart  gave  the  following  results  : 

The  movements  of  the  scapula  are  seen  to  be  normal, 
and  sensation  is  good.  He  can  rotate  the  humerus  inwards 
but  not  outwards,  nor  can  he  abduct  the  humerus.  The 
action  of  the  pectoralis  major  and  minor  is  strong.  He  makes 
feeble  attempts  to  flex  the  elbow,  and  when  doing  so  the  fore- 
arm is  first  pronated  and  the  wrist  is  then  strongly  extended 
to  the  radial  side,  and  the  extensor  carpi  radialis  longior  is 
felt  to  contract.  There  is  good  extension  of  the  elbow,  with 
normal  pronation  and  supination  of  the  forearm,  and  the 
movements  of  the  digits  are  good.  The  deltoid,  infra- 
spinatus, biceps,  brachialis  anticus,  and  supinator  longus  do 
not  react  either  to  faradism  or  galvanism,  but  the  pectoralis, 
trapezius,  and  muscles  of  the  forearm  do  so. 

Dr.  Purves  Stewart,  who  "had  seen  the  case  several  times 
Avith   Dr.  Murrell,   then  consulted  Mr.  Tubby  as  to  Avhether 
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anything  could  be  done  surgically,  and  muscle-grafting  was 
suggested  by  Mr.  Tubby,  It  was  proposed  to  do  this  in  two 
stages  :  firstly,  to  attenij)t  to  obtain  flexion  power  at  the  elbow 
by  transferring  part  of  the  triceps  into  the  biceps;  and  secondly, 
to  restore  the  abduction  power  of  the  humerus  by  grafting  part 
of  the'pectoralis  major  into  the  deltoid,  turning  the  reinforcing 
part  of  the  pectoralis  major  over  the  acromion.  The  patient's 
cardiac  condition  was  not  such  as  (in  the  opinion  of  Dr. 
Bourns,  the  anaesthetist  to  the  hospital)  to  render  it  safe  to 
give  a  general  anaesthesia,  so  it  was  decided,  at  Dr.  Bourns' 
suggestion,  to  do  the  operations  under  eucaine. 

On  June  10,  1901,  after  a  4  per  cent,  solution  of  eucaine  had 
been  injected,  an  incision  six  inches  long  was  made,  beginning 
from  tlie  middle  of  the  back  of  the  upper  arm,  and  curving 
downwards  and  forwards  o\'er  the  n^sculo-spiral  groove. 
The  musculo-spiral  nerve  was  rapidly  defined,  and  the  outer 
border  of  the  brachialis  anticus.  The  biceps  muscle  was  found 
to  be  atrophied,  and  a  small  portion  was  removed  for  micro- 
scopical examination.  The  external  head  of  the  triceps  was 
then  laid  bare,  and  a  strip,  an  inch  and  a  half  wide  and  one 
inch  thick  and  from  three  to  four  inches  in  length,  was  made 
by  cutting  through  the  substance  of  the  muscle  vertically  and 
parallel  to  its  fibres,  and  then  dividing  the  lower  end  of  the 
strip  some  little  distance  above  the  olecranon. .  An  aperture 
having  been  made  through  the  middle  of  the  biceps  tendon, 
the  lower  end  of  the  strip  was  carried  across  to  beneath  the 
biceps,  made  tense,  and  drawn  through  it,  and  secured  with 
kangaroo-tendon  sutures.  The  operation  lasted  thirty  minutes, 
and  the  patient  experienced  very  little  pain. 

The  arm  was  put  up  with  the  elbow  well  flexed,  and  by 
June  28  the  wound  was  completely  healed. 

On  July  1  the  second  operation  was  undertaken.  An 
incision  eight  to  nine  inches  long  was  made,  commencing  just 
below  the  middle  of  the  clavicle,  then  passing  across  the  tip 
of  the  acromion  and  downwards  over  the  deltoid  for  about 
four  inches.  The  inner  border  of  the  deltoid  was  defined, 
and  the  division  between  the  sternal  and  clavicular  portions 
of  the  pectoralis  major  also  defined.  The  clavicular  part  of 
the  latter  muscle  Avas  separated  distally  near  the  humerus, 
and  the  end  was  carried  up  over  the  acromion  and  then  fixed 
into  the  deltoid.  As  it  passed  over  the  acromion  the  muscle 
was  quilted  down  by  kangaroo-tendon  sutures. 

Except  for  the  collection  of  a  little  serum  the  wound  did 
quite  well. 
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The  patient  was  afterwards  transferred  to  a  medical  Avard, 
Avhere  both  galvanic  and  faradic  currents  were  applied.  At  first 
there  was  total  loss  of  excitability  to  both  currents,  but  by 
October  10,  1901,  galvanic  excitability  had  returned  in  the 
grafted  muscles.  It  was  also  found  that  the  portion  of  the 
triceps  transplanted  to  form  a  new  biceps  Avas  acting*  satis- 
factorily, and  the  patient  had  acquired  a  good  degree  of  flexion 
power,  and  there  is  no  doubt  that,  so  far  as  flexion  is  con- 
cerned, there  has  been  a  very  g-reat  improvement.  But 
although  the  transplanted  portion  of  the  pectoralis  major 
can  be  felt  to  harden  when  attempts  are  made  to  abduct,  yet 
the  patient  is  unable  to  lift  his  arm  away  from  the  side 
without  corresponding  movement  of  the  scapula. 

On  December  4  it  was  found  that  the  faradic  reaction 
could  be  demonstrated  in  both  the  transplanted  muscles. 

Eeviarlis. — Although  the  results  in  this  case  are  not  quite 
perfect,  yet  there  is  no  doubt  that  the  patient's  condition  has 
been  much  improved  by  the  operations,  that  he  aWU  be 
enabled  to  resume  his  occupation  of  carman,  and  that  a 
useless  limb  has  been  transformed  into  a  useful  one.  Unfor- 
tunately the  case  was  not  an  entirely  favourable  one  for  this 
kind  of  treatment.  The  man's. bulk  and  the  fatty  condition 
of  his  heart,  which  rendered  a  general  anesthetic  unsafe, 
caused  the  operations  to  be  done  somewhat  hurriedly  under 
a  local  anaesthetic ;  while  the  size  of  the  limb  and  its  weight, 
AA^th  the  great  leverage  involved,  made  it  very  difflcult  to 
obtain  sufficient  muscular  power  to  secure  quick  and  rapid 
movement. 

It  might  have  been  thought  advisable  to  transfer  a  portion 
of  the  trapeziTis  instead  of  the  pectoralis  major,  but  this  did 
not  promise  so  well,  because  the  trapezius  is  a  thin  muscular 
sheet  unlike  the  thick  pectoralis  major ;  and,  further,  it  was 
thought  that,  if  the  trapezius  were  interfered  with,  any 
attempts  to  abduct  the  arm  by  means  of  the  transplanted 
portion  would  be  associated  with  movements  of  the  head 
towards  the  affected  side. 

Examinations  of  the  portions  of  muscle  removed  showed 
that  they  were  profoundly  atrophied.  The  sarcolemma 
nuclei  had  undergone  proliferation,  the  individual  muscle- 
fibres  had  become  smaller  in  diameter,  and  in  many  cases  had 
lost  their  striation. 
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DESCRIPTION   OF  PLATE   XVL 
To  illustrate  Mr.  Barnai'd's  case  of  Coxa  Vara. 
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XVI. — A  Case  of  Co.ra  Vara,  livohaUij  due  to  Bend- 
ing and  Absolution  of  the  Nech  of  the  Femur 
from,  a  Tubercular  Deposit  in  it.  By  Harold  L. 
Barxaed,  M.S.     E.vhihitpd  Janiiari/  24,  1902. 

EW.,  a  little  girl  tet.  9,  was  brought  to  me  for  a  limp  and 
•  .stiffness  in  the  right  hip.  The  movements  of  the  hip 
were  painless  and  free,  with  the  exception  of  abduction  and 
internal  rotation,  which  were  distinctly  limited.  No  limitation 
of  extension  existed.  The  right  leg  was  li  inches  shorter 
than  the  left,  and  the  right  trochanter  was  well  above 
Nelaton's  line,  and  much  more  prominent  than  the  left.  Its 
circle  of  rotation  and  the  distance  from  the  symphysis  pubis 
were  also  diminished.  On  palpation  no  tenderness  or  swelling 
was  discovered.  There  Avas  some  wasting  of  the  entire  leg, 
but  not  more  than  could  be  accounted  for  by  disuse. 

The  accompanying  skiagram  was  taken,  and  left  no  doubt 
that  the  condition  was  one  of  coxa  vara.  It  Avill  be  seen  that 
the  neck  of  the  femur  has  not  only  been  bent  downwards,  l)ut 
also  largely  absorbed,  so  that  the  head  is  now  planted  nearly 
on  the  upper  end  of  the  shaft  between  the  trochanters.  The 
antero-posterior  curve  in  the  neck  of  the  femur  usually  seen 
in  cases  of  coxa  vara  is  little  marked. 

The  condition  of  her  lungs  was  as  follows  : — At  the  right 
apex,  over  the  situation  of  the  upper  lobe,  and  both  in  front 
and  behind,  impaired  resonance  was  found  on  percussion,  and 
some  sharp  crepitations  were  heard.  There  were  no  signs  of 
a  cavity  or  of  any  considei'able  consolidation.  The  child  was, 
moreover,  of  the  coarse  strumous  type,  and  had  tubercular 
glands  of  the  right  neck,  and  a  caseating  gland  in  front  of 
the  right  ear  of  the  parotid  set.  The  history  of  the  child  was 
interesting. 

Some  three  or  four  years  ago  she  attended  the  Royal  Chest 
Hospital  in  City  Eoad  for  some  disease  of  the  lungs.  Eighteen 
months  ago  she  was  staying  with  her  parents  at  Southend, 
when  she  complained  suddenly  that  her  right  hip  hurt  her, 
and  she  could  not  walk.  There  is  no  history  of  a  fall,  but  her 
mother  made  no  inquiries  at  the  time,  and  the  child,  who  is 
rather  dull,  cannot  be  induced  to  remember  anything  about 
the  occurrence  at  all.  The  mother  took  the  child  to  a  chemist, 
who  said  it  Avas  rheumatism  and  prescribed  a  liniment.      For 
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three  days  the  child  couki  not  walk,  and  was  Avheeled  about 
in  a  peranibuhitoi".  Then  she  apparently  recovered  entirely, 
and  g-ot  about  as  usual.  Soon  after  progressive  disability 
began  to  appear  in  the  hip,  and  became  worse  and  Avorse, 
until  the  child  was  brought  to  my  out-patients  at  the  [Metro- 
politan Hospital.  The  case  is  an  obscure  one,  but  the 
diagnosis  appears  to  lie  between — 

(1)  A  localised  tubercular  deposit  in  the  neck  of  the  femur, 
not  involving  the  synovial  cavity  of  the  joint,  but  so  weaken- 
ing the  bone  that  it  bent  and  shortened  under  the  strain  and 
weight  of  the  child.  The  sudden  onset  may  perhaps  be 
explained  by  a  spontaneous  subperiosteal  fracture  determined 
by  a  tubercular  focus. 

(2)  A  fracture  of  the  neck  of  the  femur,  with  siibsequent 
osteitis,  softening,  and  bending,  due  to  a  forgotten  fall  or  jar. 

If  the  latter  explanation  be  accepted,  it  is  interesting  to 
compare  this  case  with  that  of  a  separated  upper  epiphysis  of 
the  femur  shown  by  Mr.  Jonathan  Hutchinson,  juu.,  at  the 
same  meeting.  This  separation  occurred  in  a  boy  of  seventeen 
years  of  age.  Mr.  Royal  Whitman  has  shoAvn  that  in  trauma 
of  the  neck  of  the  femur  in  children  a  fracture  occurs  because 
the  epiphysis  is  not  yet  sufficient  of  an  entity  to  be  separated, 
and  the  neck  is  a  weaker  point  in  the  bone  than  the  epiphysial 
line.  The  typical  age  for  separated  epiphysis,  Mr.  AYhitman 
contends,  is  sixteen  to  eighteen  years.  The  child  is  being- 
treated  with  a  Thomas's  knee-splint  with  extension,  and  a 
patten  on  the  left  boot.  The  parents  will  not  consent  to 
operation. 


XVII. — Compound  Comminuted  Fracture  of  the  Biglit 
Patella  :  suture  with  hangaroo  tendon :  late  sup- 
puration  :  drainage  of  tltc  Irnop-joint :  bony  union 
and  good  movement.  By  Haeold  L.  Barnard,  M.S. 
EMAted  Januamj  24,  1902. 

JB.,  fet.  21,  was  a  railway  porter.     He  was  crossing  the 
•      line   in    a  station,  and   seeing   a  train  approaching  he 
tried  to  scramble  on  to  the  platform.     The  engine,  however, 
struck  his  right  knee,  and  threw  him  across  the  platform. 
When  admitted  to  the  London  Hospital  he  had  a  wound 
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over  liis  viyht  patella  2  inches  in  lenytli,  and  tln-nugli  tins  ])ro- 
jeeted  the  lower  frayinent  of  his  iiatella.  The  knee-joint  waa 
full  of  blood,  whieli  infiltrated  the  surroundino'  tissues  and 
iloAved  freely  from  the  wound.  The  knee  and  lower  fragment 
were  grimed  with  dirt. 

Operdtion. — He  Avas  anaesthetised  and  the  knee  and  pro- 
jecting fragment  carefully  cleaned.  Ragged,  dirty  tissue  was 
ctit  away,  and  the  edges  of  the  wound  resected.  A  flap  was 
then  turned  np,  and  it  was  then  found  that  the  fragments  had 
separated  two  or  three  inches,  and  that  both  were  broken  into 
several  jiieces,  and  the  lower  one  split  horizontally.  The 
lateral  patellar  ligaments  were  rent  back  to  the  lateral  liga- 
ments. The  subcutaneous  tissue  was  infiltrated  with  blood- 
clot,  and  was  half  an  inch  thick. 

The  knee-joint  was  freely  flushed  out  Avith  sterile  saline 
solution,  and  the  lateral  patellar  ligaments  Avere  laced  up  Avith 
kangaroo  tendon  according  to  the  method  described  by  Stim- 
son.  The  aponeurotic  fringes  AA'ere  then  cut  aAvay  from  the 
fragments,  and  these  Avere  draAvn  into  close  contact  by  a  stout 
kangaroo  tendon  passed  transversely  across  the  tendon  of  the 
quadriceps  and  the  ligamentum  patellre,  and  tied  in  front  of 
the  patella.  The  flap  AA^as  sutured  and  a  drainage-tube 
inserted  in  one  angle.  This  tube  Avas  removed  Avith  all  pos- 
sible precaution  on  the  fourth  day,  Avhen  only  serum  had 
escaped. 

The  temperature  remained  normal  until  the  seventh  day, 
when  it  rose  to  101°  F.,  and  oscillated  at  about  that  level 
dnring  the  Aveeks  of  chronic  suppuration  AAdiich  folloAA'ed. 
The  sepsis  took  the  form  of  a  chronic  sloughing  cellulitis,  and 
nearly  all  the  subcutaneous  tissue  came  aAvay.  About  four- 
teen days  after  the  accident  the  knee-joint  became  SAvollen, 
and  Avas  apparently  infected.  Drainage-tubes  Avere  therefore 
inserted  iu  front  through  the  rents  in  the  lateral  patellar 
ligaments,  Avhich  Avere  reopened  for  this  purpose,  and  behind 
the  sartorius  and  biceps  tendons,  so  as  to  drain  the  posterior 
pouches  of  the  knee-joint  separately,  according  to  the  method 
described  by  me  in  the  Practitioner  for  October,  1901. 

Clear  serum  escaped  from  each  of  the  parts  of  the  knee- 
joint  incised,  but  there  Avas  no  Avell-marked  suppurative 
arthritis. 

After  the  drainage  of  the  joint  the  temperature  sloAvly 
fell  to  normal,  and  the  AA^ounds  became  healthy  and  healed. 
As  soon  as  the  healing  process  AA'as  established,  massage  and 
passi\'e  movements  Avere  carried  out  AA'itli  assiduous  care  by 
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Mrs.  Palmer,  masseuse  to  the  Loudon  Hospital,  to  -svliom  most 
of  the  success  of  this  case  is  attributable. 

The  whole  patella  not  yet  united  was  wabljled  on  the 
condyles  of  the  femur  to  prevent  adhesions  binding  down  the 
upper  fragments.  The  upper  fragments  were  then  drawn 
firmly  down,  so  as  to  relax  the  strands  of  kangaroo  tendon, 
and  the  knee  was  lifted  from  the  bod  so  as  to  flex  the  joint. 

When  shown  at  the  Clinical  Society,  three  months  after  the 
accident,  the  patella  had  united  by  bony  union,  and  the  patient 
could  fully  extend  the  knee-joint  and  flex  it  to  a  right  angle. 
He  could  walk  well  and  strongly,  and  had  only  a  slight  limp, 
and  all  his  wounds  had  healed.  This  case  illustrates  the 
following  points  : 

(1)  The  advantages  of  kangaroo  tendon  over  silver  wire, 
for  had  the  latter  been  used  it  would  almost  certainly  have 
had  to  be  removed,  and  would  probably  have  led  to  necrosis 
of  the  bones,  Avhich  had  been  drilled,  and  Avide  gaping  of  the 
fragments.  Moreover,  out  of  the  shattered  fragments  it 
would  have  been  hard  to  say  which  should  be  wired  together. 

(2)  The  advantages  of  employing  an  efflcient  method  of 
draining  the  knee-joint ;  that  is  to  say,  one  which  gives  a  free 
escape  for  pus  from  both  posterior  pouches  of  the  joint. 

(3)  The  inestimable  advantages  of  intelligent  massage 
and  passive  movement  in  such  a  case,  according  to  the  prin- 
ciples laid  down  by  P.  Bruns,  Lucas-Champonniere,  and 
Bennett. 


XVIII. — Traumatic  tieparation  of  tli&  Epiphnsis  of  the 
Head  of  the  Femur  demonstrated  by  Skiagraphy.  By 
J.  HuTCHiissox,  jun.     Ed'Jtibifed  Januarij  24,  1902. 

rj'^HE  real  nature  of  this  case  would  probably  have  been 
JL  overlooked,  and  could  not  have  been  ascertained  with 
certainty,  but  for  the  aid  of  the  Euntgen  rays.  The  patient 
was  a  lad  a^t.  17,  of  poor  muscular  and  osseous  develop- 
ment, Avho  was  admitted  into  the  London  Hospital  on 
November  22,  190L  AVhilst  struggling  with  some  boys  he 
had  fallen  on  to  the  ground,  and  it  is  probable  that  at  the 
moment  of   the   fall    there   had   been   forced  extension    and 


DESCRIPTION  OF  PLATE   XVII. 

To  illustrate  Mr.   Hutchinson's  case  of  Traumatic  Separation  of  the 
Epiphysis  of  the  Head  of  the  Femur. 
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eversiou  of  tlie  rii^-ht  liip.  AVlu'ii  Iji-nuo-lit  to  tlic  liospital 
lie  was  unable  to  walk,  and  complained  of  intense  pain 
on  passive  movement  of  the  vig'lit  thigh.  The  latter  was 
everted  just  as  in  most  cases  of  impacted  fracture  of  the 
femoral  neck,  anterior  dislocation,  etc.  There  was  no  bruis- 
ing over  the  trochanter,  and  no  abnormal  fulness  in  Scarj^a's 
triMngle.  The  right  ilio-tibial  band  was  slightly  relaxed,  but 
yet  no  sliortening  could  be  made  out.  Pressure  on  the 
trochanter  region  did  not  cause  pain.  The  Rontgen  rays 
showed  very  plainly  a  separation  of  the  femoral  head  exactly 
at  the  epiphysial  line,  the  epiphysis  remaining  in  the 
acetabulum,  and  being  only  in  contact  with  the  femoral 
neck  to  about  half  the  normal  extent.  Under  an  anaesthetic 
the  limb  could  be  freely  moved  in  all  directions,  and  a  faint 
sort  of  crepitus  was  obtained.  The  eversion  could  easily  be 
overcome,  but  Avhen  the  extension  was  taken  off  the  deformity 
at  once  recurred.  The  limb  was  put  up  on  a  Liston\s  long 
splint,  and  union  occurred,  less  than  half  an  inch  shortening. 
For  some  obscure  reason,  however,  the  ultimate  result  has 
been  considerable  stiffness  of  the  joint.  Under  anesthesia 
this  loss  of  mobility  can  be  completely  done  away  Avith,  but 
it  recurs  in  spite  of  every  care.  The  lad  is  weak  and  the 
subject  of  genu  valgum. 

Until  the  introduction  of  the  X  rays,  positive  evidence  as 
to  the  occurrence  of  traumatic  separation  of  this  epiphysis 
was  singularly  scanty.  It  had  been  proved  to  occur  in 
lower  animals,  such  as  the  horse,  the  pig,  and  the  rabbit, 
but  there  was  apparently  only  a  single  specimen  of  it  obtained 
from  the  human  subject.  This  specimen,  described  and 
figured  by  M.  Bousseau  in  1867  {Bulletin  de  la  Societe 
Anatomique,  1867,  p.  283),  has  unfortunately  been  lost,  but 
it  is  of  interest  to  note  that  it  was  obtained  from  a  patient 
nearly  the  same  age  as  my  own,  i.  e.  fifteen  years. 

In  the  Jacksonian  Prize  Essay  '  On  Injuries  to  the 
Epiphyses '  I  have  collected  notes  of  twenty  cases  in  which 
there  was  good  reason  to  believe  that  in  young  subjects 
either  separation  of  the  epiphysial  head  or  fracture  through 
the  neck  had  occurred.  Nothing  can  be  more  conclusive 
than  the  evidence  of  PI.  XVII,  and  it  will  probably  be  found 
that  the  injury  is  by  no  means  so  uncommon  as  was  at  one 
time  supposed,  and  that  it  is  one  cause  for  the  development  of 
unilateral  coxa  vara. 
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XlX.—M'iinr  Dilatation  of  the  Left  Aiiricl>\     Bv  W 
EwAiiT,  M.D.     Exhibited  January  24,  1902.  ' 


XX. — Case   of  Excision    of  tJie    Caecum.     By   Aethur 
E.  Baekee.    ExhihIteJ  Januan/  24,  1902. 

CASE  1. — W.  B.,  aet.  30,  was  operated  on  for  acute  in- 
testinal obstruction  on  May  7,  1899. 
The  enormously  distended  and  liypertropliied  small 
intestine  was  first  incised,  and  five  pints  of  liquid  faeces 
were  evacuated.  The  cause  of  the  obstruction  could  then  be 
made  out  to  be  a  hard  growth  round  the  ileo-cascal  valve. 
The  small  gut,  at  about  two  feet  from  its  termination,  was 
therefore  anastomosed  laterally  with  the  transverse  colon. 
Six  weeks  after  a  fresh  incision  was  made  over  the  cfecum, 
and  the  latter  was  excised  with  some  inches  of  the  ascending 
colon  and  ileum.  Bejond  the  presence  of  a  slight  fagcal 
fistula  for  some  weeks,  recovery  was  perfect.  The  patient  is 
now  in  excellent  health,  without  any  e\'idence  of  recurrence, 
two  years  and  eight  months  after  operation.  The  growth  was 
a  typical  carcinoma.      (Vide  Clin.  8oc.  Trans.,  1900,  p.  29.) 


XXL — A  Case  of  Excision    of  Transverse  Colon.     By 
Aethue  E.  Baekee.     Exhibited  January  24,  1902. 

C"  ASE  2. — Mrs.  M.,  set.  58,  was  operated  on  for  carcinoma 
of  the  transverse  colon  and  chronic  obstruction  on 
October  25,  1900.  She  was  suffering  at  the  time  from 
diabetes,  with  6*6  per  cent,  of  sugar  in  the  urine,  and  had  been 
for  years.  About  four  and  a  half  to  five  inches  of  the  transverse 
colon  were  removed,  and  end-to-end  anastomosis  followed. 
The   dressings  remained  untouched  for  ten  days.     On  their 
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removal  a  small  faecal  fistula  was  found,  and  discharged  for 
some  Aveeks  with  one  of  the  suture  threads,  probably  omental. 
Recovei-y  was  otherwise  uneventful.  The  growth  was  typical 
carcinoma.      (Vide  Medico-Chirnrgical  Transactions,  1901.) 

The  patient   has  been  in  first-rate  health  ever  since,  and 
shows  no  evidence  of  recurrence. 


XXII. — A  Case  of  Coinpoiiial  Fracture  of  the  Tibia,  the 
Siqjerjacent  Tissues  being  riddled  with  Snjijmrating 
Gummatn.  By  F.  C.  AYallis,  B.C.  Exhibited 
Jamiari/  24,  1902. 

THE  patient  was  admitted  to  the  Metropolitan  Hospital  with 
a  bad  compound  fracture  of  the  right  tibia.  The  fracture 
and  the  skin  lesions  were  clean  transverse  wounds.  Above  and 
around  were  numerous  sloughing  suppurating  gummata. 
There  were  many  pigmented  scars,  and  the  skin  over  the 
whole  of  this  part  of  the  leg  was  thickened  and  infiltrated, 
and  of  a  purple  colour.  The  fractured  ends  of  the  tibia  Avere 
freely  exposed  through  the  gaping  skin  Avound. 

OAving  to  the  condition  of  the  parts,  it  Avas  determined 
that  the  fracture  should  not  be  covered  in  any  Avay.  It  Avas 
accordingly  placed  in  a  back  splint  with  a  foot-piece,  slung 
in  a  cradle,  and  exposed  to  the  \'ieAv.  The  only  application 
was  iodoform  poAvder.  As  the  pus  accumulated  in  the  A-arious 
ulcers  it  Avas  wiped  out  Avith  avooI  and  fresh  poAvder  applied. 
Potassium  iodide  Avas  given  internally. 

The  leg  has  united  A^ery  Avell,  in  quite  good  position,  and 
the  A'arious  o-ummata  are  nearlv  healed. 


XXIII. — A  Case  of  Ataxic  Paraplegia.     By  Norman 
Dalton,  M.D.'    Exhibited  January  24, 1902. 

CHAS.    Gr.,    {fit.    52,    contracted    syphilis    two    years    ago. 
On  admission  had  ulcers  on  the  legs,  Avhich  are  nearly 
healed.     As  far  as  can  be  made   out  his  present  symptoms 
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have  been  coming  on  about  one  year.  His  mind  is  sound, 
but  he  is  emotional  and  excitable,  and  it  is  quite  possible  that 
some  of  his  statements  are  incorrect. 

His  symptoms  are  partly  those  of  locomotor  ataxy  and 
partly  those  of  lateral  sclerosis.  The  eyes  and  the  upper 
limbs  are  normal.  As  a  rule  he  stands  fairly  steadily  with 
his  eyes  shut.  He  complains  of  "  precipitate  "  micturition 
and  defecation.  Sometimes  the  action  of  the  bladder  is 
"  stanimeriug"."  In  "  walking  "  he  shoots  his  legs  forwards 
and  rather  too  much  outwards,  and  he  brings  his  foot  down 
forcibly  on  the  heel  as  in  ataxia ;  but  he  does  not  lift  the 
knees,  and  the  movements  of  the  legs  are  not  free,  but 
appear  to  be  affected  by  a  certain  amount  of  stiffness.  In 
particular  the  toes  are  turned  up.  The  muscles  of  the  legs 
and  thighs  are  not  rigid,  but  rather  flaccid.  Their  electrical 
reactions  are  normal.  The  "knee-jerks"  are  gTeatly  ex- 
aggerated, particularly  on  the  left  side,  and  ankle-clonus  can 
be  obtained  always  in  the  left  foot,  but  not  always  in  the 
right.  The  plantar  reflex  is  of  the  extensor  type.  There  is 
no  delayed  sensation.  He  has  complained  of  pains  in  the  left 
leg,  shooting  from  the  hip  to  the  foot,  sometimes  accompanied 
by  twitchiug  movements.  In  the  right  lower  limb,  as  high 
as  the  crest  of  the  ilium  (back  and  front),  there  is  loss  of 
painful  sensation,  and  of  sensations  of  heat  and  cold.  The 
sense  of  touch  is  retained,  and  the  sole  of  the  foot  is  very 
sensitive  to  touch.  At  one  time  the  left  lower  limb  was  im- 
perfectly sensitive  to  touch,  but  this  has  passed  off.  How- 
ever, it  is  not  easy  to  be  positive  about  any  of  his  sensory 
phenomena,  except  that  the  loss  of  painful  sensation  in  the 
right  lower  limb  appears  to  be  constant.  There  is  no  loss  of 
the  sense  of  position  of  the  lower  limbs.  There  have  been  no 
definite  crises,  but  he  has  had  pains  in  the  hypogastrium. 


XXIV. — A.  Case  of  Congenital  Spinal  Degeneration 
with  Symmetrical  Arthropathy.  By  W.  Essex 
Wyntee,  M.D.     Exhibited  January  24,  1902. 

WILLIAM  B.,  aet.  17,  pony  driver  in  a  coal-pit. 
Family  history. — Father  and  mother  living;  former 
suffers  with  rheumatism.     Three  brothers  and  two  sisters  in 
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Jas.  Mackenzie  Davidson. 


PALMAR  ASPECT. 


These  when  viewed  in  the  Stereoscope  (by  a  person  possessing  bin-ocular  vision  of  course), 
will  give  an  image  of  the  hand  in  relief  viewed  from  the  palmar  aspect.  The  semilunar  bone 
will  be  seen  dislocated  forwards  into  the  palm. 
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DESCRIPTION   OF   PLATE   XVIII. 

To  illustrate  Mr.  Marsh's  case  of  Dislocation  of  the  Semilunar  Bone. 
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Jas.  Mackenzie  Davidson. 


DORSAL    ASPECT. 


When  these  are  viewed  with  an  ordinary  lenticular  or  Brewster's  Stereoscope — a  realistic 
image  in  true  Stereoscopic  relief  is  seen.  The  observer  sees  the  hand  from  the  back  and  the 
semilunar  bone  is  distinctly  seen  dislocated  forwards. 


Bale  and  Daniehson,  Ltd. 


DESCRIPTION   OF   PLATE   XIX. 
To  illustrate  Mr.  Marsh's  case  of  Dislocation  of  the  Semilunai-  Bone. 
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good  health  ;  two  brothers  dead,  cause  unknown ;  no  similar 
disease  known  in  family. 

Previous  Jii story. — Patient  was  kicked  over  the  left  eye  by 
a  horse  at  fourteen. 

Present  condition  was  noticed  two  years  ago,  commencing 
Avithont  pain  or  any  acute  phase.  At  first  difficulty  was 
experienced  in  walking,  then  it  was  noticed  that  the  right 
hip  was  stiff.  Dr.  Tweedie,  of  Nottingham,  noted  that  there 
was  then  no  deformity  or  shortening,  but  Thomas's  splint  was 
applied.  In  May,  1901,  the  left  hip  was  similarly  affected, 
and  by  June  there  appeared  to  be  no  movement  at  all  in 
either. 

Admitted  December  9,  1901.  Fairly  developed  and  well 
nourished.  Organs  appear  healthy.  Both  hips  are  com- 
pletely fixed  in  a  fully  extended  position,  so  that  the  patient 
is  unable  to  sit  up  in  bed  or  in  a  chair.  There  is  some  en- 
largement of  the  right  trochanter.  Manipulation  elicits  no 
tenderness.  Measurement  from  the  anterior  superior  spine 
to  the  internal  malleolus  33^  inches  on  either  side.  Both 
trochanters  are  below  Nelaton's  line.  Bryant's  line — left  2f, 
right  2f  inches. 

There  is  no  wasting  or  loss  of  sensation  or  muscular  power. 

Electrical  reactions  are  normal.  Eeflexes  uniformly  ex- 
aggerated. 

The  patient  stands  in  a  peculiar  attitude,  with  knees 
slightly  fiexed,  and  the  spine  curved  forward.  He  w^alks  by 
rotating  the  pelvis  and  spine. 

After  fourteen  days'  treatment  by  iodide  of  mercury  there 
is  some  movement  in  the  left  hip  ;  urine  normal ;  temperature 
normal. 

The  hip-joints  were  twice  flexed  under  chloroform,  only 
slight  resistance  being  encountered.  On  both  occasions 
rigidity  recurred  at  once. 


^XV, — A  Case  of  Dislocation  of  the  Semilunar  Bone. 
By  Howard  Marsh.  Exhibited  February  28, 
1902. 

CASH]. — Comjilete  dislocation  of  the  semilunar    hone  of  the 
right  carpus  forwards,  with  fracture  of  tlte  anterior  border 
of  the  urticidar  surface  of  the  radius  j  removal  of  the  semilunar 
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hone  and  of  the  callus  on  the  radius;  poicer  of  flexing  the 
fingers  regained. — AV.  T.,  set.  27,  serving  in  South  Africa,  was 
thrown  from  his  horse,  and  received  severe  injury  of  his  right 
wrist.  On  his  return  to  England  he  had  little  power  of  flex- 
ing his  fingers,  and  the  effort  was  attended  with  pain.  There 
was  a  hollow  at  the  back  of  the  carpus  in  the  situation  of  the 
semilunar  bone,  and  this  bone  could  apparently  be  felt  lying 
on  the  anterior  surface  of  the  radius,  the  flexor  tendons  being 
stretched  over  it.  A  skiagram,  taken  by  Mr.  Mackenzie 
Davidson,  confirmed  this  diagnosis.  A  few  days  later  a 
vertical  incision  just  above  the  wrist  was  made,  and  the  flexor 
tendons  separated.  The  semilunar  bone  was  readily  exposed, 
but  its  extraction  was  attended  with  some  difficulty,  for  it 
was  partly  embedded  in  callus  formed  as  the  result  of  a 
fracture  splitting  off  a  portion  of  the  articular  surface  of  the 
radius.  This  callus  was  freely  removed,  so  that  the  flat 
surface  of  the  radius  was  restored.  The  wound  healed  by 
primary  union,  and  the  full  power  of  flexing  the  fingers  has 
been  regained.  For  some  weeks  the  index  and  middle  fingers 
remained  "asleep,"  but  this  defect  is  by  degrees  passing  off. 
The  displacement  was  extremely  well  shown  in  Mr.  Mackenzie 
Davidson's  skiagram  (exhibited),  but  the  fracture  of  the 
radius,  which  was  of  limited  extent,  did  not  appear. 


XXVI. — Demonstration  of  a  new  form  of  JEsthf^.^vmieter 
for  estimating  the  Degree  of  Acuteness  <f  Tnctile 
Sense  at  different  pa,rts  of  the  SHn.  B\  Graham 
Brown,  M.D.  (introduced  by  tbe  President).  Ex- 
hibited February  28,  1902. 

THE  instrument  consists  essentially  of  a  smooth  surface, 
which  can  be  made  rough  to  any  desired  degree  by 
means  of  adjustable  projections  from  this  surface.  It  is 
specially  suitable  for  clinical  work  in  cases  in  which  tactile 
sensation  is  impaired. 
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XXVII. — Case  illustrating  the  Treatment  of  Bronchial 
Dilatation  and  Bronchial  Catarrh  by  Posture  and 
Respiratory  Exercises.  By  W.  Ewart,  M.D.  Ex- 
hibifed  February  28,  1902. 

rPHE  method  consists  in  keeping  the  foot  of  the  bed  raised, 
-L  sometimes  to  a  considerable  height,  whilst  the  shoulders 
are  kept  low,  only  the  head  resting  on  the  pillow.  The  first 
case,  one  of  severe  bronchiectasis,  in  which  it  occurred  to  me 
to  carry  out  this  indication  has  been  published;  others, 
including  some  cases  of  phthisis,  have  been  under  treatment. 
The  method,  however,  had  been  previously  thought  of  and 
described  by  Quincke. 

Posture  such  as  that  described,  particularly  if  kept  up 
continuously,  fulfils  the  first  essential  by  saving  the  tubes 
from  accumulation  and  from  irritation,  and  may  thus  ia 
advanced  cases  afford  protection  against  serious  complications, 
whilst  freeing  the  patient  from  the  evils  of  cough  strain. 
Any  other  treatment  that  may  be  adopted  simultaneously,  is 
in  this  way  given  a  considerable  advantage. 

The  respiratory  exercises,  the  other  part  of  the  treatment 
which  I  recommend,  are  intended  to  improve  the  ventilation, 
and  the  circulation  in  the  damaged  lung,  and  to  reclaim  for 
pulmonary  tissue  the  bronchial  space  vacated  by  the  pre- 
viously retained  secretions. 

Case  of  chronic  pulmonary  catarrh  and  slight  bronchiectasis 
in  a  kyphotic  subject. — The  physical  signs  of  bronchiectasis 
are  not  obtained  definitely  because  of  the  thoracic  deformity, 
but  the  fingers  are  clubbed,  and  the  history  of  occasional 
large  gushes  of  expectoration,  particularly  during  the  last 
few  months,  suggests  the  existence  of  dilatation. 

J.  G.,  hawker,  ^et.  23,  admitted  to  St.  George's  Hospital 
February  11  ('Med.  Eeg.^  248,  1902),  had  always  had  a 
tendency  to  catarrh  during  the  winter,  but  had  been  much 
worse  during  the  last  ten  years.  He  was  recently  in  bed  for 
three  Aveeks,  with  severe  suffocative  catarrh  and  copious 
expectoration,  orthopnoea,  and  straining  cough.  On  admis- 
sion he  was  dusky  and  almost  cyanotic,  with  imperfect  reso- 
nance at  the  back  of  both  lungs.  He  improved  under 
expectorant  treatment,  but  on  February  15,  to  relieve  the 
«ough,  eight-inch  blocks  were  put  under  the  foot  of  his  bed. 
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This  had  the  immediate  effect  of  relieving  all  struggle  of 
cough  and  of  facilitating  the  outflow  of  expectoration.  The 
tempei-ature  ceased  to  be  elevated  the  next  day. 


XXVIII. — A  Case  of  Locomotor  Ataxia  {?)  {Charcot's 
Disease  of  the  Shoulder- joint  ?).  By  John  R.  Lunx. 
Exhibited  February  28,  1902. 

HENRY  H.,  set.  65  (?). 
The  patient  is   very    deaf   and   weak-minded,   conse- 
quently it  has  been  difficult  to  obtain  any  sort  of  history  or 
present  condition  from  him. 

No  paralysis  of  muscles,  walks  fairly  well,  no  ataxia,  can 
stand  with  his  eyes  shut  and  feet  together.  No  tremors  of 
extremities.  Patellar  reflexes  absent  on  both  sides.  Plantar 
reflexes  increased.  Left  pupil  small,  reacts  to  light;  the 
right  pupil  dilated,  and  does  not  react  to  light.  Sometimes 
there  is  incontinence  of  faeces  and  urine. 

The  left  shoulder-joint  flail-like,  veiy  movable,  and  when 
moved  does  not  complain  of  pain.  The  muscles  of  the  upper 
arm  (left)  are  not  markedly  wasted.  Slight  grating  in  the 
joint.  The  last  phalanx  of  the  right  thumb  atrophied,  and 
can  be  hyper-extended  on  the  proximal  phalanx,  and  most  of 
the  joints  are  deformed  in  the  right  hand  in  the  same  way, 
Avhich  the  patient  attributes  to  an  accident. 

The  patient  seems  to  have  improved  somewhat  under 
antisyphilitic  treatment. 


XXIX. — A  Case  of  Pohjarthritis  in  a  man  set.  30 
{cause  ?).  By  John  R.  Lunn.  Exhibited  Feb- 
ruary 28,  1902. 

THOMAS  W.,  set.  30,  a  carman. 
Family  history  good.     No  gout  or  rheumatism  in  the 
family ;  never  had  gonorrhoea  or  syphilis. 
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Bale  and  Danielsson,  Lid, 


DESCRIPTION  OF  PLATE   XX. 

To  illustrate  Mr.  Lunn's  case  of  Osteitis  Deformans. 
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Three  years  ago  noticed  pain  in  the  left  ankle,  which  began 
to  swell,  and  remained  swollen  for  twelve  months,  and  then 
the  right  began  in  exactly  the  same  manner.  About  eleven 
months  later  both  wrist-joints  began  to  swell,  and  then  the 
right  knee.  At  present  there  is  a  good  deal  of  thickening 
i-ound  both  ankle-joints,  and  fluctuation  can  be  obtained  ; 
they  are  tender,  but  not  red  or  hot.  There  is  also  well- 
marked  flat-foot  (bilateral)  and  swelling  in  the  right  knee- 
joint  ;  muscles  of  the  calf  are  much  wasted.  Both  wrist- 
joints  are  swollen  and  painful ;  also  the  metacarpo-phalangeal 
joints  of  the  first,  second,  and  third  digits  on  the  right  side, 
and  first  and  second  on  the  left  hand.  Thenar  eminence  on 
the  right  side  is  wasted,  but  not  on  the  left.  No  headache  or 
vertigo.  The  pupils  act  to  light  and  accommodation.  The 
knee-jerks  are  brisk  on  the  left  side,  not  obtainable  on  the 
right,  apparently  owing  to  the  swelling  of  the  knee-joint. 
Never  had  any  I'ise  of  temperature.  The  patient  has  not 
improved  under  any  treatment. 


XXX. — Osteitis  Deformans,  unth  SJciar/ram.     By  JoHX 
R.  LuxNX.     Exhibited  Fehruarij'2d>,  1902. 

WILLIAM  W.,  a3t.  72.     Family  history  good.     Rheumatic 
fever  Avhen  twentv  vears  of  age.     Eight  clavicle  broken 
in  1888 ;  no  history  of  syphilis  or  gout. 

Present  condition. — The  patient  carries  his  head  forward 
from  his  shoulders,  and  stoops  in  walking-.  His  gait  is 
shuffling  and  tottery.  There  is  general  hyperalgesia  of  the 
skin.  No  anaesthesia.  Knee-jerks  active,  more  especially 
the  right.  He  exhibits  stiffness  Avhen  moving  his  head. 
There  is  no  curvature  of  the  spine  when  resting  in  bed.  All 
his  articulations  appear  to  act  well  and  to  be  free  from  any 
creaking.  Most  of  his  teeth  are  lost  or  decayed.  His  nails 
are  brittle  and  longitudinally  grooved.  There  is  some  fulness 
about  his  ankle-joints.  Thickening  of  articular  ends  of  middle 
phalanges,  also  terminal  ends  of  proximal  phalanges.  No 
apparent  thickening  or  curvature  of  the  arm  bones.  The 
spine  of  the  scapula  is  thickened.  Both  clavicles  appear 
thicker  than  normal,  especially  the  right.  The  cranium  looks 
bony,  and  seems  too  large  for  the  face.     The  occipital  bone 


198  Clinical  Cases. 

feels  thickened,  also  the  upper  angle  of  the  frontal  bone  and 
the  temporal  ridges.  The  innominate  bones  show  thickening 
of  their  upper  bodies,  and  their  curvatures  seem  somewhat 
exaggerated.  The  right  femur  is  much  curved,  and  feels 
massive  to  touch  ;  the  centre  of  the  curve  corresponds  to  the 
middle  third  of  the  shaft ;  the  internal  condyle  is  prominent. 
The  left  femur  shoAvs  a  similar  condition,  but  in  a  slighter 
deofree.  Both  tibiae  show  marked  curving-  forwards  about 
their  middle  third. 


XXXI. — Excision  of  the  Louver  End  of  the  Ulna  for  an 
old  Golles'  Fracture.  By  Cuthbeet  T.  "Wallace. 
Exhibited  February  28,  1902. 

/'1  W.,  male  a?t.  55,  -was  admitted  in  August,  1899,  for 
vJ»  loss  of  power  in  the  hand  in  consequence  of  a  CoUes' 
fracture,  which  he  had  received  some  time  previously.  The 
grasp  of  the  hand  was  very  weak,  and  incapacitated  him 
from  doing  any  useful  work.  There  was  much  abduction  of 
the  hand,  and  flexion  was  extremely  limited,  owing  to  the 
lower  end  of  the  ulna  overlapping  the  carpus.  About  three 
quarters  of  an  inch  of  the  ulna  was  removed  through  an 
incision  on  the  inner  side  of  the  wrist. 

The  skiagrams  show  the  condition  before  and  after  opera- 
tion. 

Power  has  returned,  so  that  the  patient  can  follow  his 
occupation. 


XXXII. — A  Case  of  Sarcoma  of  tlie  Si/novial  Membrane 
of  the  AnJde-joint.  By  Gr.  R.  Tukxek.  Exhibited 
February  28,  1902. 

I^HE  patient  is  a  man  fet.  28. 
History. — Two  months  ago  patient  knocked  bis  foot 
against  a  brass  screw.  Five  weeks  ago  first  noticed  SAvelling 
in  front  of  right  ankle.  This  has  increased  slightly,*  and 
makes  the  foot  "seem  Aveak.^'  Xo  previous  illness.  No 
history  of  tubercle. 


DESCRIPTION   OF  PLATE   XXI. 

To  illustrate  Mr.  Wallace's  case  of  Excision  of  the  Lower  End 
of  the  Ulna. 
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Fig.  I. 


Fig.  2. 


Fig. 


Bale  and  Danielsson,  Lid. 
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On  examination. — In  front  of  the  right  ankle,  just  anterior 
to  the  external  malleolus,  is  a  hard,  rounded  swelling,  not 
reducible  into  the  joint,  about  one  and  three  quarters  by  one 
and  a  half  inches  in  diameter.  A  cutaneous  nerve  is  stretched 
tightly  over  the  swelling,  which  latter  does  not  seem  obviously 
connected  with  the  tendons. 

January  16. — Mr.  Turner  cut  down  upon  the  tumour, 
which  was  found  to  be  a  solid  growth  springing  from  the 
synovial  membrane  of  the  joint,  the  latter  being  opened  as 
the  tumour  was  removed. 

The  tumour  was  flat  on  its  joint  surface,  with  numerous 
outgrowths  and  excrescences  in  front  and  on  the  edges,  in 
places  being  very  dark  brown  in  colour. 

Temperature  normal  except  day  after  operation. 

Dr.  Rolleston  reports  ''  a  mixed-celled  sarcoma  containing 
a  few  giant-cells.  There  is  fibrosis  and  commencing  chondri- 
fication.     It  is  not  a  myeloma,  but  a  mixed-celled  sarcoma." 

Discharg-ed  Februarv  3. 


XXXIII. —  Union  hy  Secondary  Suture  of  an  Ilio- 
lumhar  Incisio7i  after  the  Simultaneous  Evacuation 
of  an  Abscess  and  the  Excision  of  the  Diseased  Ap- 
pendix, the  abscess  ha.ving  recurred  for  the  fourth 
time.  By  W.  Gr.  Spencer,  M.S.  Exhibited 
February  28,  1902. 

A  MAN  oet.  38  shows  the  recent  scar  of  an  incision  reaching- 
from  the  rig-ht  loin  below  the  twelfth  rib  at  the  outer 
border  of  the  erector  spinte,  over  the  crest  of  the  ilium,  to 
about  the  middle  and  just  above  Poupart^s  ligament. 

At  the  operation,  on  January  9,  there  was  an  abscess 
extending  from  the  liver  downwards,  behind  and  external  to 
the  ascending  colon  and  cascum,  into  the  pelvis,  containing 
foul  pus  and  gas. 

Within  three  years  an  abscess  had  formed  three  times 
before,  and  had  been  incised  or  had  been  allowed  to  burst 
through  the  scar. 

The  incision  gave  room  for  the  evacuation  of  the  abscess, 
the  breaking  down  of  its  loculi,  and  also  for  the  removal  of 
the  diseased  appendix,  w^iich  was  buried  in  inflammatory  tissup_ 
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behind  the  caecum  and  ascending-  colon.  The  cavity  was 
then  filled  with  iodoform  gauze.  A  week  later  healthy 
granulations  lined  the  cavity,  and  the  temperature  had 
become  normal.  The  whole  wound  was  therefore  sutured, 
and  second  union  has  followed. 


XXXIV. — Case  of  Parah/sis  of  the  CervicjtJ  Sijm- 
])athetic.  By  Purves  Stewart,  M.D.  (introduced  by 
W.  G.  Spenco.M.S.).  EMUtedFehruartj  28, 1902. 

rpHE  patient,  J.  A.  P.,  a  soldier,  w^as  wounded  fourteen 
J-  months  ago  by  a  Mauser  bullet,  which  entered  the  left 
side  of  the  neck  one  and  a  half  inches  below  the  mastoid 
process,  and  came  out  in  the  seventh  right  intercostal  space 
in  the  posterior  axillary  line,  lodging  in  his  bandolier.  The 
bullet  thus  passed  in  front  of  the  vertebral  coluuni,  injured  the 
brachial  plexus  on  the  right  side,  and  wounded  the  right  lung. 
He  had  temporary  total  paralysis  of  the  right  arm,  which 
gradually  cleared  up.  There  was  some  hasmoptysis  and  slight 
dysphagia  for  a  few  days  only.  Ever  since  the  injury  the 
sight  in  the  right  eye  has  been  less  acute  than  in  the  left, 
and  he  has  noticed  that  he  does  not  sweat  on  the  right  side 
of  the  face,  scalp,  and  neck,  or  on  the  right  upper  limb. 

Present  condition. — There  is  slight  weakness  of  the  small 
muscles  of  the  right  hand,  and  an  area  of  slight  analgesia 
along  the  inner  border  of  the  upper  arm,  forearm,  and  hand, 
including  one  and  a  half  fingers,  with  a  small  patch  in  the 
axilla.  The  lower  limbs  and  the  left  upper  extremity  are 
normal. 

The  right  pupil  is  smaller  than  the  left,  and  does  not 
dilate  when  shaded.  Both  pupils  react  briskl}^  to  light  and 
on  convergence.  The  cilio-spinal  reflex  is  absent  on  the 
right  side.  The  right  palpebral  fissure  is  narrower  than  the 
left,  and  the  right  eye  is  slightly  sunken  in.  He  does  not 
sweat  on  the  right  side  of  the  face,  scalp,  neck,  and  upper  part 
of  thorax,  nor  on  the  right  upper  extremity.  This  area  of 
anidrosis  is  bounded  by  the  middle  line,  and  extends  down  as 
far  as  the  third  rib  in  front,  and  posteriorly  as  far  as  the 
middle  of  the  scapula. 

The  lesion  is  apparently  one  of  the  first  and  second  dorsal 
nerve-roots  on  the  right  side. 


DESCRIPTION  OF  PLATE   XXII. 

To  illustrate  Dr.  Purves  Stewart's  case  of  Paralysis  of  the  Cervical 

Sympathetic. 

Powdered  charcoal  was  puffed  upon  the  patient's  skin  whilst  sweat- 
ing. On  the  right  side  observe  the  absence  of  sweating — the  anhi- 
drotic  area  being  bounded  by  the  middle  line;  the  narrowing  of  the 
palpebx'al  fissure ;  the  smallness  of  the  pupil. 
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Bale  ana  Daniclsson,  Ltd. 
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Bale  and  Daniehson,  Ltd. 


DESCRIPTION   OF   PLATE   XXIII. 

To  illustrate  Dr.  Purves  Stewart's  case  of  Paralysis  of  the  Cervical 

Sympathetic. 

Fig.  1  shows  the  area  of  anhidrosis  in  lesions  of  the  cervical 
sympathetic.  This  includes  the  scalp,  face,  neck,  upper  part  of  thorax, 
and  upper  limb.  The  black  line  on  the  upper  limb  marks  the  limits  of 
an  analgesic  area. 

Fig.  2. — Showing  the  area  of  anhidrosis  in  a  lesion  of  the  cervical 
sympathetic.  This  includes  the  head  and  neck,  the  upper  part  of  the 
thorax,  and  the  entire  upper  limb.  The  black  line  on  the  upper  limb 
marks  the  analgesic  area  from  concomitant  lesion  of  the  brachial 
plexus. 
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XXXV. — 'Splenic  Anxmla  with  a  Splenic  JJniil.  By 
H.  D.  RoLLESTOx,  M.D.,  anclLAWiiKXCE  Jones,  M.B. 
Exhibited  Frhrnarij  28,  1902. 

A  MAN  a3t.  22  years  was  under  treatment  twelve  A-ears  ag'o 
with  splenic  enlargement,  but  has  had  more  definite 
symptoms  for  the  last  four  years.  There  is  no  history 
pointing  to  syphilis  or  malaria.  Three  years  ago  he  had  an 
attack  of  epistaxis,  and  since  then  he  has  had  repeated 
attacks  of  epistaxis,  hajmatemesis,  and  mela^na. 

He  has  considerable  enlargement  of  his  s])leen.  The 
blood  shows  ana?mia  of  what  is  lusually  called  the  chlorotic 
type.  Red  blood-corpuscles  2,400,000,  Hg.  =  25  per  cent., 
and  some  diminution  of  the  leucocytes ;  the  highest  number 
counted  after  a  febrile  attack  (?  influenza)  being  4600  per 
cm.,  the  lowest  3500.  There  is  apparently  no  change  in  the 
relative  numbers  of  the  varieties  of  leucocytes. 

There  is  a  distinct  blowing  continuous  murmur,  resembling 
the  bruit  de  diable,  to  be  heard  over  the  spleen.  This  is 
most  distinct  at  the  back  in  the  ninth  space,  just  outside  the 
scapular  line  ;  and  in  front  in  the  ninth  space,  just  posterior 
to  the  anterior  axillary  line.  Its  intensity  is  greatest  when 
the  patient  holds  his  breath  in  full  inspiration.  There  is  no 
thrill.  It  is  suggested  that  the  murmur  is  venous,  and  is 
produced  either  in  the  vasa  brevia  from  torsion  of  the  gastro- 
splenic  omentum,  or  in  some  of  the  branches  of  the  splenic 
vein  in  the  hilum  of  the  organ  as  a  result  of  a  temporary 
kink.  According  to  Harris  and  Herzog  ('  Annals  of  Surgery/ 
July,  1901,  p.  134),  there  is  enormous  dilatation  with  thinning 
of  the  walls  of  the  splenic  vein  in  splenic  anaemia.  There 
are  conditions  which  are  favourable  to  kinking,  and  so  to 
the  production  of  venous  murmurs. 

A  case  of  enlarged  spleen  due  to  malaria,  with  a  bruit 
and  thrill,  was  shown  before  this  Society  in  1899  by  Dr.  R. 
Crawfurd  (vide  Transactions,  vol.  xxxii,  p.  234).  In  a  case 
of  splenic  anasmia  recorded  by  Sippy  {Amtrican  Jouni.  of 
Med.  Sciences,  vol.  cxviii,  p.  430,  1899)  a  bruit  was  audible 
over  the  enlai-ged  spleen. 

Postscript. — Splenectomy  was  performed  by  Mr.  Shield  on 
March  24,  but  death  from  gastro-intestinal  hajmorrhage 
followed  on  the  second  day  ;  no  autopsy  could  be  obtained. 
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XXXVI. — Myopathy  {Atrophic  and  Pseudo-hyper- 
trophic)  associated  vnth  Peculiar  Pigmentation  of 
the  Legs.     By  S.  Verb  Pearson,  M.B.,  and  H.,  D. 

RoLLESTON,  M.D.       Exhibited  February  28,  1902. 

TTISTORY.—A  clerk  set.  22.  Eight  years  ago  had  scarlet 
•^-^  fever,  in  the  second  week  of  which  there  were  rheumatic 
pains  and  swellings  in  the  knees.  Weakness  in  the  back 
noticed  a  week  later,  followed  by  wasting  of  the  thighs. 
Steady  progress  of  the  disease  since  onset.  No  similar 
affection  in  his  relations.  Pigmentation  of  the  legs  noticed 
for  one  year.  Has  never  taken  medicine  continuously  for 
more  than  six  weeks,  and  believes  he  has  never  taken  arsenic. 
He  cannot  explain  the  pigmentation,  though  at  one  time  he 
stood  in  front  of  the  fire  for  rather  long  spaces  of  time.  No 
similar  affection  in  any  of  his  brothers  and  sisters,  or  in  their 
children. 

Condition. — Muscles  :  atrophy  of  both  thighs,  tibiales 
antici,  ext.  commun.  digit,  ped.,  peronei.  Slight  foot-drop, 
talipes  equinus,  and  pes  cavus.  The  sternal  halves  of  both 
pectorals,  the  latissimi  dorsi,  teres  major,  subscapulares,  and 
erectores  spin^e  are  wasted,  and  there  is  lordosis. 

The  gastrocnemii,  infraspinati,  and  deltoids  are  large. 
Although  most  of  the  muscles  show  A.C.C.  >  K.C.C.  there 
are  no  other  reactions  of  degeneration. 

Sensation,  is  normal. 

Pigmentation  :  the  skin  of  the  legs  is  uniformly  dis- 
coloured, and  is  a  reddish-brown.  Beginning  above  inde- 
finitely, it  becomes  more  intense,  until  it  abruptly  stops  just 
above  the  ankle,  where  the  tops  of  the  boots  would  come. 
Below  this  level  there  are  some  scattered  discrete  patches  of 
yelloAvish-brown  pigmentation,  with  a  few  patches  of  rather  a 
redder  colour,  on  the  dorsum  of  the  feet.  As  to  the  causation, 
it  is  improbable  that  the  pigmentation  is  due  to  exposure  to  the 
heat  of  a  fire,  inasmuch  as  there  is  pigmentation  on  the  feet. 
There  is  no  reason  to  think  he  has  Addison's  disease  :  the 
distribution  does  not  agree  with  that  of  the  muscular  atrophy. 
The  question  arises  as  to  whether  there  is  a  degenerative 
change  in  the  skin  leading  to  pigmentation. 
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Bale  and  Daniehson,  Ltd.,  Chromo-lith. 


DESCRIPTION  OF  PLATE   XXIV. 
To  illustrate  Dr.  Ormerod's  case  of  Eruption  of  Psoriasis  Type. 
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XXXVII. — Eriiptiun  ofPsoriasi.^  Tiji)e,iyrohahly  Syphi- 
litic. By  J.  A.  OnMEROD,  M.D.  Exhibited  Febru- 
ary 28,  1902. 

ANNIE  C,  set.  39,  married,  came  to  St.  Bartholomew's 
January  28,  1902,  complaining  of  a  rash,  not  differing 
materially  from  that  which  is  now  seen,  and  ulceration  of  the 
leg  now  healing. 

Rash  alfects  face,  head,  trunk,  upper  arms,  and  thighs 
mainly,  other  parts  in  a  less  degree.  Mostly  consists  of 
raised  red  papules  and  patches,  the  majority  of  which  are 
covered  by  scales.  On  the  face  there  are  no  scales,  and 
when  first  seen  the  spots  on  the  face,  and  indeed  the  whole 
face,  had  an  cedematous  appearance,  and  at  one  point  there 
was  slight  ulceration,  since  healed.  On  the  back  there  is  a 
certain  symmetry  of  arrangement,  the  papules  running  down 
from  the  spine  around  the  waist.  On  each  forearm  there  is 
a  pair  of  spots  very  symmetrically  placed.  The  points  of  the 
knees  and  elbows  are  quite  free.  Some  spots  on  the  scalp 
are  discrete,  and  covered  with  thick  adherent  scales  as  in 
ordinary  psoriasis.  On  the  vertex  there  is  a  more  diffuse 
scaliness.  On  the  upper  third  of  the  left  leg  were  three 
ulcers ;  the  largest,  the  size  of  a  florin,  was  inflamed  and 
unhealthy-looking  when  first  seen.  The  fauces,  when  first 
seen,  were  somewhat  red  and  swollen,  and  the  uvula  cedema- 
tous, but  there  was  no  ulceration. 

She  says  that  the  rash  came  out  on  the  second  day  of  an 
illness  characterised  by  shiverings  and  cold  feelings,  aching 
in  the  bones  and  in  the  head,  and  sore  throat.  This  was  at 
the  end  of  last  October,  and  she  was  in  bed  three  weeks. 
The  rash,  she  says,  has  not  altered  much  since,  except  that  it 
got  worse  soon  after  getting  up,  when  she  "  caught  a  cold." 
The  rash  has  itched. 

Family  and  previous  history  unimportant  ;  one  child 
which  died  young,  twenty  years  ago.     No  miscarriages. 

Treated  with  Liq.  Hydrarg.  Perchl.  internally,  and  Lotio 
Nigra  to  the  leg.  The  ulcers  on  the  leg  are  nearly  healed, 
the  throat  is  no  longer  sore,  and  the  face  has  improved  a 
little;  but  in  the  rash  as  a  whole  there  is  no  difference. 

After  being  shown  to  the  Society,  this  patient  was  put  on 
mercurial  inunctions,  and  iodide  of  potassium  by  the  mouth, 
and  she  got  rapidly  well. 
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XXXVIII. — Airophk  FarahjsLS  of  Hands  and  Wrists, 
being  the  remains  of  a  recurrent  f/eneralised 
paralysis  {?  Perijjiteral  Neuritis).  By  J.  A. 
Oemerod,  M.D.     Ex'hiUted  February  28,  1902. 

WALTER  C,  a3t.  28,  formerly  in  Dragoon  Guards, 
invalided  for  present  complaint. 

Admitted  to  St.  BartholomeAv's  October  16,  1901;  he 
then  had  marked  xceahness  and  u-asting  of  the  upper  limhs 
from  the  scapulae  downwards,  A'iz.  of  the  following-  muscles : 

Deltoids,  spinati,  biceps,  triceps  (less)  ;  extensors  of 
wrists  and  fingers,  flexors  (less)  ;  inti-insic  muscles  of  hands. 
Pectorals,  trapezii,  serrati,  unafl'ected. 

In  the  lower  limbs,  some  icasting  of  thigJis,  legs  normal, 
knee-jerks  feeble,  plantar  reflexes  normal.  Xo  affection  of 
sphincters,  no  affection  of  sensation. 

Electrical  reactions  normal,  but  feeble  in  some  of  the 
affected  muscles;  R.  D.  in  right  deltoid  and  the  interossei  of 
both  hands. 

Has  now  much  improved,  and  the  paralysis  is  limited  to 
the  extensors  of  wrists  and  fingers,  and  the  intrinsic  muscles 
of  the  hands  ;  but  even  these  are  better. 

TJiis  is  the  fourth  attach  of  the  kind. 

First  attack  in  March,  1899,  while  serving  at  Sialkote  in 
the  Panjaub  ;  abdominal  pain  and  constipation  ;  pain  back 
and  arms,  and  vomiting ;  pain  legs.  Wasting  followed. 
Well  in  two  months,  except  for  some  loss  of  ^^OAver  in  fingers, 
and  (?)  adductors  of  thighs. 

Second  attack  Jul}',  1899,  less  severe.  Well  by  October, 
except  as  to  Angers.  Home  to  Xetley  ;  discharged  March, 
1900,  on  account  of  fingers. 

Third  attack  May,  1901,  cough  and  cold,  abdominal  pain 
and  constipation,  some  fever  (101°).  Weakness  and  Avasting 
noticed  after  a  Aveek,  but  not  Avholly  incapacitated. 

Fourth  (present)  attack  began  like  third,  but  the  paralysis 
has  been  so  bad  that  he  could  neither  feed  nor  dress  himself. 

Other  illnesses. — Chancre  in  1893;  slight  malaria,  but  not 
enough  to  lie  up,  Avhen  in  Bengal  (this  was  prior  to  present 
illness) ;  dysenter}'  on  voyage  home  (after  present  illness) . 

There  Avas  no  similar  case  in  his  regiment. 

It  may  be  added  that  this  patient's  urine  darkens,  after 
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standing,  to  an  intense  brownish  black.  This  appears  to  be 

due  to  some  rare  kind  of  pigment.     It  is  under  investigation 
by  Dr.  Archibakl  Garrod. 


XXXIX. — A  faimlidl  tjipe  of  Parali/sif!  alJv'd  to  tlip 
Myojjathtc--^  <ind  to  Fripdreicli  s  Di,seas/\  By  F.  E. 
Batten,  M.D.    E,'hihitnl  Fehmarii  28,  1902. 

THE  father  and  mother  of  the  family  are  Polish  Jews,  and 
are  third  cousins,  i.  e.  grandchildren  of  two  brothers. 
They  have  five  living  female  children.  The  mother  has  had 
two  male  children  born  after  the  fourth  living  child.  One 
died  shortly  after  birth  and  the  next  at  five  months.  There 
is  some  evidence  pointing  to  syphilitic  infection  at  this  time. 
The  fifth  child,  a  girl,  exhibits  no  sign  of  specific  disease. 

Gr.  K.,  a  girl  £et.  15,  is  the  eldest  member  of  the  family. 
She  has  always  walked  slowly,  and  has  been  weak  on  her  legs,. 
and  has  frequently  fallen  down,  but  it  is  only  during  the  past 
nine  months  that  she  has  become  obviously  weaker  on  her  legs. 
She  works  well  with  her  hands,  but  is  a  slow  writer.  The 
weakness  in  the  legs  is  most  marked  in  the  peroneal  and 
antei-ior  tibial  muscles,  and  in  the  extensors  of  the  toes. 
There  is  foot-drop  and  pes  cavus.  There  is  practically  no 
wasting.  The  back  is  straight,  and  there  is  no  weakness  of 
the  upper  extremities  or  face.  There  is  considerable  myopia ; 
both  pupils  react  well  to  light  and  on  accommodation;  the 
fundus  is  normal.  There  is  slight  nystagmus  on  lateral 
deviation.  The  knee-jerks  are  absent,  and  the  plantars 
cannot  be  obtained. 

No  reaction  to  a  strong  faradic  current  can  be  obtained 
in  the  muscles  of  either  leg,  not  only  in  the  muscles  obviously 
affected,  but  also  in  those  not  obviously  weak.  The  arm 
muscles  just  react  to  a  strong  faradic  current,  and  even  the 
muscles  of  the  face  react  badly.  To  galvanism  there  is  no 
reaction  to  either  the  anodal  or  kathodal  current  in  the  ante- 
rior tibial,  peroneal,  or  extensor  muscles  of  the  toes,  but  a 
slight  contraction  is  obtained  in  the  gastrocnemius. 

E.  K.,  girl  fet.  lo,  brought  at  my  request,  was  said  to  be 
all  right.  Runs  and  walks  well ;  marked  pes  cavus,  great  toe 
drawn  back  and  flexed  at  terminal  phalanx.  Unable  to  dorsi- 
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flex  the  foot  beyond  the  right  angle,  and  unable  to  extend  the 
small  toes. 

Knee-jerks  are  obtained  on  reinforcement.  Plantars  not 
obtained. 

Electrical  reaction. — No  contraction  can  be  obtained  in 
the  long  extensor  of  the  toes  or  peronei  muscles  to  a  strong 
faradic  current.  A  fair  contraction  can  be  obtained  in  the 
anterior  tibials  and  quadriceps  extensor,  but  the  gastroc- 
nemius gives  a  poor  contraction. 

T.  K.,  girl  £et.  11,  brought  for  Aveakness  of  her  legs,  first 
noticed  eighteen  months  ago.  Walks  and  runs  fairly  well. 
Feet  in  position  of  pes  cavus.  Unable  to  dorsiflex  the  feet 
beyond  the  right  angle.  Knee-jerks  present,  not  active ; 
plantars  give  flexor  response.  There  is  slight  tremor  of  the 
hands,  but  no  ataxia ;  there  is  no  nystagmus  ;  there  is  myopia. 
She  is  in  the  fifth  standard  at  school. 

Electrical  reaction. — Almost  no  reaction  in  the  anterior 
tibial,  peroneal,  or  gastrocnemius  muscles  of  the  legs.  Xo 
reaction  obtained  in  the  extensor  muscles  of  the  toes. 

E.  K.,  girl  get.  9,  brought  to  hospital  at  my  request.  Runs 
and  walks  well,  gets  up  from  floor  well.  She  is  in  the  second 
standard,  and  is  the  only  member  of  the  family  who  is  back- 
ward.    Myopic. 

Knee-jerlcs  active ;  no  pes  cavus ;  can  dorsiflex  the  foot, 
but  cannot  extend  the  small  toes  well.  A  reaction  is  obtained 
to  a  strong  faradic  current  in  the  anterior  tibial,  peronei, 
gastrocnemius,  and  extensor  brevis  digitorum,  and  the 
extensor  longus  digitorum  on  the  left  side,  but  no  reaction  can 
be  obtained  in  the  extensor  longus  digitorum  of  the  right  side. 

D.  K.,  girl  a3t.  4,  shows  nothing  abnormal  except  that 
she  is  unable  to  dorsiflex  the  small  toes.  All  muscles  of  the 
leg  except  the  extensor  longus  digitorum  react  to  a  fairly 
strong-  faradic  current. 


XL. — A  Case  of  Probable  Hydrowyelia  in  a  Child. 
By  F.  G-.  Pexeose,  M.D.  Exhibited  February  28, 
1902. 

pHAELES  T.,  ffit.  6  years. 

yj  A  first  child  born  at  eight  months;  labour  easy,  vertex 
presentation.  Three  children  born  since,  all  healthy;  no 
miscarriages.     Both  parents  healthy. 
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Nothing  wrong  was  detected  with  the  infant  until  he  was 
eleven  months  old,  when  it  was  noticed  that  he  did  not  iise 
his  arms,  and  tliat  his  eyes  were  "  wobbly." 

He  has  never  stood  up. 

On  January  4,  1902,  was  admitted  into  St.  Thomas's 
Hospital  in  a  very  collapsed  condition  suffering  from  pneu- 
monia. On  January  21  he  was  transferred  to  the  South- 
Western  Fever  Hospital,  under  suspicion  that  he  might  have 
recently  had  scarlet  fever,  as  he  was  found  to  be  peeling,  and 
a  sister  had  returned  from  the  Northern  Fever  Hospital  in 
December,  1901,  after  scarlet  fever. 

I  am  indebted  to  my  friend  Mr.  A.  S.  Morley  for  the 
opportunity  of  seeing  the  child,  and  also  for  the  notes  of  the 
case  during  the  child's  stay  in  the  South -Western  Fever 
Hospital,  from  which  the  following  abstract  is  largely  drawn. 

The  child's  head  is  small.  Measurements  :  circumference, 
eighteen  and  a  half  inches  ;  across  from  one  external  auditory 
meatus  to  the  other,  twelve  inches ;  from  glabella  to 
external  occipital  protuberance,  thirteen  and  a  quarter 
inches. 

Intelligence  is  apparently  below  normal.  He  is  rather 
shy,  and  only  rarely  attempts  to  speak.  He  is  readily  made 
to  laugh,  and  hardly  ever  cries  ;  he  is  distinctly  of  a  happy 
disposition.  He  is  completely  helpless  to  change  his  position; 
and  if  set  up,  his  head  falls  forwards,  so  as  almost  to  allow 
his  chin  to  touch  his  chest ;  if  unsupported  he  falls  forward 
in  a  heap.  He  has  never  had  any  real  incontinence  of  urine 
or  faeces,  but  frequently  has  "  accidents,"  owing  to  his  not 
stating  his  wants  clearly. 

The  organs  of  special  sense  appear  to  be  normal,  and 
there  is  no  paralysis  of  any  cranial  nerve  to  be  detected. 

Nystagmus,  mostly  though  not  entirely  lateral,  is  present, 
irregular  and  intermittent,  with  very  short,  rapid  oscillations. 

The  limbs  have  always  been  weak,  and  the  child  has 
never  attempted  to  walk. 

There  has  been  great  loss  of  sensation — at  any  rate  to 
pain — in  all  four  limbs. 

He  has  had  the  habit  of  biting  his  fingers  till  they  bled 
and  drinking  thie  blood.  (It  is  in  this  way  that  the  mother 
accounts  for  the  peculiar  clubbing  of  the  finger  tips.) 

He  has  also  frequently  burned  himself  by  leaning  against 
hot  fire-guards,  pipes,  etc.,  and  has  never  felt  any  pain. 

He  is  very  liable  to  get  sores  from  sitting  or  lying  in  one 
position. 
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(The  mother  thinks  that  sensation  is  steadily  impi'ovin^.) 

There  are  numerous  large  non-pigmented  sears,  mostly 
situated  on  the  extremities,  Avhich  bear  out  the  mother's 
statement  of  his  liability  to  get  burnt,  etc. 

In  the  lower  lumbar  and  upper  sacral  region  there  is  a 
round  pigmented  scar  in  the  middle  line  about  the  size  of  a 
shilling,  partially  surrounded  by  long  fine  hairs. 

The  extensor  muscles  of  the  spine  are  poorly  developed. 
The  arms  are  thin  and  easily  get  cold.  The}'  hang  naturally, 
and  the  child  can  pick  up  a  piece  of  sugar  with  either  hand 
and  transfer  it  to  the  other ;  but  both  hands  tend  to  assume 
the  position  of  ulnar  pais}'  when  grasping  or  releasing  an 
object. 

Sensation. — Of  face  and  neck  appear  to  be  normal ;  else- 
where, when  tickled  he  laughs  readily.  He  takes  no  notice 
of  a  vigorous  pin-prick. 

Electrical  reactions. — Interrupted  current.  (The  current 
used  was  strong  enough  to  be  decidedly  painful  to  an  adult.) 
All  muscles  respond,  most  readily  enough,  though  the  quad- 
riceps extensors  of  the  thighs  and  the  long  extensors  of  the 
back  less  readily  than  others. 

Whilst  the  lower  limbs  were  being  tested  (and  the  exami- 
nation was  commenced  with  them)  the  child  watched  the  pro- 
ceedings, and  gave  no  sign  of  feeling  any  discomfort,  but 
after  passing  up  the  trunk,  as  soon  as  the  level  of  the  shoulders 
was  reached,  he  immediately  began  to  wriggle  and  to  cry  out 
a  little. 

Reflexes. — Though  not  absent,  are  only  elicited  with  diffi- 
culty on  the  trunk  and  extremities.  Eye  and  face  reflexes 
normal. 

Remarks. — The  diagnosis  has  to  be  made,  I  think,  between 
the  following  conditions  : 

(a)   Hydromyelia  or  syringomyelia. 

(6)   The  infantile  type  of  idiopathic  muscular  atrophy. 

(c)  Mental  deficienc}'  from  microcephaly. 

The  remarkable  deficiency  of  appreciation  of  heat  and  of 
pain,  whilst  retaining  ordinary  tactile  sensation,  appear  to 
point  very  strongly  to  the  case  belonging  to  the  first  gi'oup, 
and  the  scar  in  the  lumbo-sacral  region  is  suggestive  of 
developmental  anomaly  of  the  spinal  cord. 
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XLI. — Case  of  General  Paralysis  of  the  Insane  in  a 
Girl  aged  nine  By  C.  H.  Fennell  (introduced  by 
A.  Garrod,  M.D.).     E,>'hihited  February  28,  1902. 

THE  father  had  syphilis  before  marriage,  and  died  last  year 
in  Han  well  of  paralytic  dementia.  The  patient  is  the 
result  of  the  third  pregnancy,  the  first  two  having  produced 
miscarriages  :  two  healthy  children  were  subsequently  born. 
No  definite  history  of  congenital  syphilis  could  be  obtained ; 
the  child  was  mentally  bright  up  to  the  onset  of  symptoms 
six  months  ago,  when  she  gradually  became  apathetic  and 
dull.  Her  speech  is  slurring.  There  is  a  congenital  squint ; 
the  pupils  do  not  react  to  light,  and  contract  but  feebly  with 
accommodation.  Bilateral  optic  atrophy  is  present  Avith 
numerous  patches  of  old  retino-choroiditis.  The  facial  muscles 
show  intention  tremor,  and  the  tongue  is  tremulous  on 
protrusion ;  the  gait  is  hesitating  and  slightly  ataxic.  The 
knee-jerks  are  exaggerated ;  there  is  no  sensory  defect. 


XLII. — Tico  Cases  of  Filariasis,  one  treated^  by  a  neiv 
operation,  the  otlier  untreated.  By  Patrick  Maxson, 
M.D.,  and  Rickman  J.  GtODLEE,  M.S.  Exhibited 
February  28,  1902. 

CIASE  1. — Man  a?t.  31.  Born  in  Calcutta.  Civil  engineer. 
'  Lived  in  India  till  1898,  then  went  to  Gold  Coast. 
Filarite  discovered  at  the  end  of  1900,  but  has  had  slight 
swelling  in  groins  for  five  or  six  years.  The  testicle 
(?  scrotum)  has  also  swelled. 

Patient  was  sent  to  me  by  Dr.  P.  Manson,  November, 
1901.  He  had  a  large  swelling'  (varicose  lymphatics)  in 
right  groin.     There  were  a  few  filarijB  in  the  blood. 

On  December  4,  at  Dr.  Hanson's  suggestion,  I  cut  down 
on  the  lower  part  of  the  tumour,  and  with  much  difficulty 
anastomosed  a  dilated  lymphatic  vessel  with  a  tributary  of 
the  internal  saphenous  vein.  The  fluid  in  the  glands  and 
lymphatics  was  a  mixture  of  lymph  and  chyle.  The  result 
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has  been  the  almost  complete  disappearance  of  the  lower  part 
of  the  swelling. 

The  upper  part  of  the  swelling  remained.  In  January, 
1902,  I  anastomosed  one  of  the  dilated  Ijnnphatic  vessels  of 
the  cord  with  one  of  the  spermatic  veins.  The  operation  was 
easily  performed.  The  lymphatics  contained  pure  lymph. 
The  swelling  has  diminished,  and  apparently  is  continuing  to 
diminish. 

It  is  probable  that  the  obstruction  to  the  thoracic  duct  is 
opposite  the  lymphatics  accompanying  the  spermatic  vessels, 
and  thus,  although  there  is  an  obstruction  to  the  return  of 
lymph  from  their  radicles,  there  is  no  regurgitation  of  chyle. 

Case  2. — A  man  a3t.  20,  from  Hayti,  who  had  much  larger 
swellings  in  both  groins  than  the  first  patient  had  exhibited 
before  he  was  operated  upon,  some  of  the  varicose  lymphatics 
extending  as  low  as  the  middle  of  the  right  thigh. 

Since  this  patient  was  shown  he  has  been  submitted  to 
two  operations.  At  the  first  the  lower  part  of  the  swelling  in 
the  right  groin  was  exposed,  in  part  behind,  and  a  lymphatic 
was  anastomosed  with  a  vein.  It  was  a  more  difficult  and 
less  satisfactory  operation  than  that  performed  in  Case  1. 
The  lymphatic  spaces  Avere  larger  ;  the  fluid  was  of  an  opaque 
pink  colour.  At  the  second  operation,  which  was  still  more 
difficult,  a  large  part  of  the  swelling  on  the  left  side  was  cut 
away,  and  a  lymphatic  was  joined  to  a  tributary  of  the  internal 
saphenous  vein  close  to  its  termination.  The  varicose  lym- 
phatic in  the  middle  of  the  right  thigh  was  removed  at  the 
same  time.  The  operation  was  followed  by  great  shock ; 
there  was  much  oozing  of  mixed  chyle  and  lymph.  As  in  all 
the  operations  on  both  patients,  however,  the  wound  healed 
rapidly.  There  does  not  at  present  appear  to  be  so  much 
improvement  in  this  case  as  in  the  other  one. 


XLIII. — Left  Parietal  Meningocele  or  Cejjhallnjdrocele. 
By  H.  L.  Baexaed,  M.S.  Exldhited  Ajyril  25, 
1902. 

rpHOMAS  C,  ast.  2  weeks,  was  brought  to  the  London 
J-  Hospital  for  a  swelling  on  his  head.  The  swelling  was 
noticed  two   days  after  birth,  and  is  not  increasing  in  size. 
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DESCRIPTION    OF   PLATE   XXV. 

To  illustrate  Mr.  Barnard's  case  of  Multiple  Chondromata  or  Osteo- 
mata,  witli  Synostosis  of  the  Lower  Epiphyses  of  both  Ulna;. 
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Tlie  delivery  was  not  instrumental  or  difficult.  The  swelling- 
is  about  the  size  and  shape  of  half  a  small  egg'.  It  is  situated 
on  the  upper  and  posterior  part  of  the  left  parietal  bone,  and 
is  distinct  from  the  anterior  and  posterior  fontanelles  and  the 
Sagittal  suture.  A  bony  edge  can  be  felt  around  its  site  on 
the  skull.  It  fluctuates,  and  becomes  more  tense  on  crying 
and  coughing.  An  attempt  to  reduce  it  led  to  cessation  of 
respiration  and  pallor.     It  has  not  been  punctured. 

Note. — The  tumour  entirely  disappeared  in  a  month,  and 
was  therefore  j^i'obably  a  cephalhasmatoma. 


XLIV. — Multiple  Chondromafa  or  Osteomata,  with 
Si/nostosis  of  tJie  Lov-er  Epiphyses  of  hotli  TJlude,  and 
Fibula.  Bv  H.  L.  Baenaed,  M.S.  Exhibited 
April  25,  1902. 

VLBERT  M.,  set.  3  years,  shows  the  following  condition  : 
— Tumours  are  found  projecting  from  the  ribs,  scapulas, 
clavicles,  and  femora,  etc. ;  they  are  bony,  hard,  knob- 
like, and  firmly  fixed  to  the  bones.  The  epiphyses  are  for 
the  most  part  enlarged.  The  loAver  epiphysis  of  the  ulna 
has  undergone  early  synostosis  on  both  sides,  leading  to 
ulnar  displacement  of  the  hand  at  the  wrist-joint.  The 
fibulas  (the  homologous  bones  in  the  leg)  are  in  the  same 
condition.  The  internal  malleolus  is  on  the  same  level  or  a 
little  lower  than  the  external,  and  the  foot  is  displaced  out- 
wards, as  in  talipes  valgus.  For  this  condition  he  has  to  wear 
irons.     He  has  suffered  from  severe  rickets. 


XLV. — Tumour     of    Abdominal     Wall.      By    H.    L. 
Baenaed,  M.S.     Exhibited  April  25,  1902. 

i  LICE  B.,  a?t.  45  years,  has  had  a  large  tumour  of  her 
ij-  abdominal  wall  for  many  years.  It  has  iindergone  no 
change  for  a  great  length  of  time.  It  is  the  size  of  a  large 
orange,   lobulated,  very  hard,  uniform   in    consistency,    and 
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situated  to  the  riglit  of  tlie  umliilicus.  When  the  patient 
raises  her  shoulders  from  the  couch  the  tumour  is  partly  fixed, 
and  becomes  more  prominent.  She  has  also  an  umbilical 
hernia.     The  tumour  is  probably  a  fibroma  or  fibro-lipoma. 


XL VI. — A  Case  sJioving  Coiispicnuns  Delay  of  Grouih 
and  Development.  By  Hastings  GtILFOED.  E.r- 
hihited  April  25,  1902. 

THIS  man  is  an  instance  of  a  disorder  which  has  not  hitherto 
been  systematically  described,  though  some  dozen  or 
more  cases  have  been  recorded  by  French  and  German  Avriters. 
He  is  twenty-eight  years  of  age,  and  comes  of  a  healthy  and 
well-grown  family.  It  was  first  noticed  that  lie  was  not 
growing  when  he  was  between  one  and  two  years  old,  I  first 
saw  him  just  five  years  ago.  He  was  then  1*078  m.  (three 
feet  six  inches)  in  height,  and  has  since  grown  18  mm.  His 
height  and  proportions  resemble  those  of  a  boy  of  between 
six  and  seven.  A  radiogram  of  the  hand  shows  that  the 
ossification  is  no  farther  advanced  than  is  usual  at  the  age  of 
ten,  wdiile  the  dentition  is  like  that  of  a  child  of  the  same 
age,  though  the  teeth  are  crowded  and  irregular.  The  con- 
tour of  the  body  and  the  appearance  of  the  head  and  face  are 
all  childish.  But  the  sexual  organs  are  the  most  backward 
in  development,  for  the  testes  have  not  descended,  and  the 
external  genitals  are  infantile.  There  is  no  hair  on  the  body 
or  face.  The  intelligence  is  good,  but  his  behaviour  and 
conversation  are  more  like  those  of  a  child  than  of  an  adult. 
The  voice  is  more  treble  than  that  of  an  adult,  though  it  is 
not  quite  childish  in  tone  and  pitch.  The  thyroid  gland  can 
be  felt. 

The  dwarfism  in  this  case  is  apparently  not  due  to  any  of 
the  known  causes  of  that  condition.  Achondroplasia,  rickets, 
and  microcephaly  can  be  definitely  excluded. 

There  seems  to  be  no  indication  that  the  imperfect 
development  is  due  to  heart  disease,  syphilis,  or  defective 
action  of  the  thyroid  gland,  or  hypoplasia  of  the  sexual 
organs.  The  condition  is  certainly  not  one  of  normal 
infantilism. 
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XL VII. — A  Case  of  Ethmoidal  Mucocele.     By  Axthoxv 
A.  BowLBY.     ExUihitpd  April  25,  1902. 

JOHN  A.  W.,  a3t.  26,  liorsekeeper.  When  five  years  old  he 
suffered  from  "  an  abscess  in  the  left  eye,"  presumably 
from  the  history  referring  to  a  swelling-  in  the  orbit  above  the 
inner  canthus  and  closely  adherent  to  the  inner  wall.  This 
condition  lasted  for  thirteen  months,  and  was  followed  by  a 
persistent  swelling  in  the  region  of  the  upper  part  of  the 
nose  on  the  left  side,  remaining  constant  in  size  and  free 
from  pain. 

The  swelling  in  the  inner  side  of  the  right  orbit  he  remem- 
bers to  have  had  in  its  present  state  for  the  last  ten  to  fifteen 
years ;  he  has  suffered  no  inconvenience  f x'om  it  whatever. 

On  March  10,  1902,  he  first  noticed  that  he  was  unable  to 
breathe  through  his  left  nostril,  and  at  the  same  time  he 
experienced  pain  at  the  inner  side  of  his  left  eye,  and  noticed 
the  swelling  there  to  be  increasing  in  size.  Since  then  this 
swelling  had  progressively  increased  in  size,  become  more 
tender,  and  accompanied  by  greater  pain. 

He  has  never  had  headache,  vomiting,  or  diplopia,  and 
sees  as  well  with  one  eye  as  the  other. 


XLVIII. — Case  of  Gonrjenital  Absence  of  Nose  and 
Anterior  Xares,  irith  highly  arched  Hard  and  Soft 
Pcdate.  By  Dr.  Essex  Wtxter.  Exhibited  April 
25,  1902. 

i  FEMALE  infant,  six  weeks  old,  the  first  child  of  healthy 
i\.  parents,  showed  this  very  nnusual  deformity  w-ithout 
"  harelip  "  or  deficiency  of  pra3maxilla.  The  child  suffered 
from  difficulty  in  feeding  and  respiration.  There  was  no 
other  deformity,  but  the  child  was  ill  nourished.  When  sub- 
sequently admitted  to  the  Hospital  for  Sick  Children,  Mr. 
Bernard  Pitts  ascertained  that  a  bent  probe  could  only  be 
passed   forward   half    an  inch  behind   the  soft  palate.     An 
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attempt  to  open  the  nostril  resulted  only  in  forming  a  com- 
munication with  the  mouth  behind  the  alveolus,  the  site  of 
the  nasal  cavity  being  apparently  occujDied  by  solid  bone. 


XLIX. — Frohahle  Atelectasis  from  Birth.  By  Sii; 
Hugh  Beevoe,  Bart.,  M.D.  Exhibited  Ajml  25, 
1902. 

RIGrHT  lung,  upper  lobe  appears  to  be  represented  on  the 
surface  of  the  chest  only  by  a  small  area  against  the 
clavicle.  Absence  here  of  evidence  of  fibroid  disease  and  of 
pleural  thickening  suggests  collapse,  acquired  or  congenital. 
Double  coloboma  of  iris  and  sector-shape  opacities  of  lens, 
pointed  out  by  Mr.  Haydon,  perhaps  also  the  high  and  narrow 
palate,  are  of  congenital  origin.  These  deficiencies  seem 
to  render  it  probable  that  the  case  is  one  of  atelectasis  from 
birth.     Heart,  no  signs  suggesting  intrinsic  disease. 

B.  M.,  iet.  24,  housework.  Under  observation  three  weeks 
in  Yictoi'ia  Park  Hospital.  Patient  is  small  and  of  apparently 
feeble  physique  ;  yet  her  family  history  reveals  ho  weakness, 
and  her  previous  history  is  one  of  exceptional  health, 
diarrhoea  being  the  only  ailment  her  mother  can  name  in 
childhood. 

B.  M.  sought  advice  for  pain  in  the  chest ;  this  was 
alleviated  by  treatment  for  dyspepsia. 

The  left  chest  but  slightly  exceeds  the  right  in  size  and 
extent  of  expansion.  The  heart  is  found  to  be  displaced,  the 
apex  or  maximum  impulse  being  felt  in  the  rig-ht  axilla,  in 
the  third  interspace,  and  five  and  a  half  inches  from  mid- 
sternal  line.  In  the  first  three  interspaces  pulsation  may 
be  seen  and  felt ;  it  is  also  just  palpable  under  left  breast. 
Dulness  extends  from  sternum  to  mid-axilla,  and  from  third 
interspace  downward ;  above  this  interspace  is  a  less-degree 
dulness,  especially  less  over  the  inner  portion  of  the  first 
two  spaces  and  above  the  clavicle.  Percussion  elsewhere 
shows  a  slight  impairment  behind  from  the  middle  of  scapula 
upward  and  to  axilla.  Cardiac  auscultation  reveals  a  faint 
systolic  murmur,  heard  at  the  base,  and  considered  due  to  the 
displacement  only.  Pulmonary  auscultation  shows  a  very 
faint  respiratory  murmur  above  the  abnormal  cardiac  dulness. 


Clinical  Cases.  21o 

without  evidence  of  a  consolidation  with  patent  bronchi. 
Vocal  fremitus  equal  above  clavicles,  absent  below  right. 
No  clubbing-  of  fingers.  Slight  scoliosis,  slight  beading  of 
ribs.     Other  organs  found  normal. 

Dr.  Martin  has  taken  a  skiagram.     He  observed  by  the 
screen  that  the  heart  was  upon  the  diaphragm. 


L. — Case  in  vhich  Excision  of  the  Right  Wrist  by  a 
Posterior  Median  Incision  for  Tnherculous  Disease 
ivas  done  three  years  ago.  By  W.  Gr.  Sfexcek,  M.S. 
Exhibited  April  15,  1902. 

rpHE  patient,  then  a^t.  23,  was  seen  with  Dr.  A.  Cope,  suffer- 
J-  ing  from  tuberculous  disease  of  the  right  wrist,  which  had 
already  broken  down,  the  wrist-joint,  the  carpus,  and  the 
tendon  sheaths  of  the  lower  forearm  being  involved.  Excision 
of  the  wrist-joint  and  carpus  by  a  posterior  median  incision 
was  done  in  April,  1899.  In  March,  1900,  some  sinuses  in 
the  right  forearm  were  scraped,  and  arthrectomy  of  the  left 
knee  performed.     This  was  followed  by  definite  healing. 

The  patient,  who  is  an  accountant,  has  regained  his 
pre^-ious  good  handwriting,  and  can  lift  and  carry  light 
objects. 


LI. — A  Case  of  Coiir/enifal  Morbus  Cordis,  with  Extreme 
ClnbUna  of  the  Fingers  and  Toes.  By  J.  Walter 
Caee,  M.D.     Exhibited  April  25,  1902. 

rpHE  patient  is  a  girl  fet.  10,  who  is  said  to  have  been 
JL  always  more  or  less  "  blue."  She  has  never  been  able 
to  take  any  active  exercise  on  account  of  shortness  of  breath, 
and  feels  the  cold  so  much  that  she  can  only  attend  school  in 
the  summer.  She  suffers  occasionally  from  giddiness  and 
praecordial  pain,  but  has  never  had  any  oedema. 
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She  shows  very  marked  cyanosis,  particularly  of  the 
fingers,  toes,  cheeks,  lips,  and  tongue.  There  is  extreme 
clubbing  of  the  iinger  ends,  and  also  of  the  toes,  especially 
the  great  toes,  but  a  skiagram  of  the  fingers  shows  that  the 
distal  ends  of  the  third  phalanges  are  not  enlarged.  In 
spite  of  the  high  degree  of  cyanosis,  it  is  notable  that  the 
child's  development  and  general  nutrition  are  fairly  good. 

The  nature  of  the  cardiac  lesion  is  obscure.  The  heart  is 
considerably  enlarged  transversely,  especially  to  the  right; 
the  apex-beat  is  best  felt  in  the  fourth  space,  just  outside  the 
nipple  line  (but  probably  corresponds  with  the  fifth  rib). 
There  is  well-marked  pulsation  over  the  low^er  end  of  the 
sternum,  and  dulness  extends  from  over  an  inch  outside  the 
right  border  of  the  sternum  to  just  outside  the  left  nipple 
line.  A  rather  faint  systolic  murmur  is  heard  over  the  base 
of  the  heart  and  at  the  inner  ends  of  the  adjacent  intercostal 
spaces  on  each  side.  The  heart  intermits  irregularly  at 
times.     The  pulse  is  of  distinctly  high  tension  for  a  child. 

The  blood  shows  a  considerable  degree  of  concentration, 
containing  8,000,000  red  corpuscles  per  c.mm.,  and  120  jDer 
cent,  of  haemoglobin. 

All  the  other  organs  and  the  urine  are  healthy.  The  tem- 
perature is  not  subnormal. 


LII. — ArthrojKdh)/  in   a    Case    of  Bronchiectasis.     By 
Percy  Kidd,  'M.D.     Exhibited  April  25,  1902. 

GEORGE  v.,  ast.  30,  compositor,  the  subject  of  bronchiec- 
tasis, with  profuse  foul  expectoration,  presents  the  follow- 
ing condition  of  joints  : — Knees,  wrists,  and  ankles  enlarged 
and  contain  fluid.  Hands  aaid  fingers  very  large,  the  latter 
extremely  clubbed.  The  patient  says  that  his  hands  have 
always  been  large,  but  he  is  unable  to  state  whether  they  have 
increased  in  size  or  not.  The  toes  also  large  and  clubbed. 
Skiagrams  show  no  definite  bony  change. 

History. — He  states  that  he  has  had ''gout"  on   several 
occasions    during  the  last  six  years,   but    the  present  joint 
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affection  began  ihree  months  ago  with  pain  and  stiffness  in 
the  knees  and  ankles.  He  has  had  a  chronic  cough  and 
expectoration  for  three  years,  and  nearly  a  year  ago  he 
noticed  that  the  sputum' had  a  foul  taste,  but  he  was  not 
aware  of  any  offensive  smell  from  it. 

Soon  after  his  admission  to  the  hospital  about  a  f(jrt- 
night  ago  the  expectoration  became  profuse  and  fcetid,  and 
the  cough  assumed  a  paroxysmal  character.  No  tubercle 
bacilli  can  be  discovered  in  the  sputum. 


LIII. — A  Case  of  Urticaria  Pigmentosa.  By  Aethur 
Beyax  (introduced  by  Aechibald  E.  Gaerud,  M.D.). 
Exhibited  April  25,  ^902. 

THE  patient  is  a  girl  tt't.  4,  under  the  care  of  Dr.  Garrod. 
The  eruption  first  appeared  on  the  legs  at  the  age 
of  two  or  three  months,  the  spots  "  looked  like  llea-bites,"  but 
did  not  fade,  and  gradually  became  brown  in  colour.  At  six 
months  old  a  fresh  crop  of  spots  appeared  suddenly  on  the 
abdomen,  and  the  eruption  has  since  spread  gradually  over 
the  whole  body,  reaching  within  the  last  few  months  to  the 
margins  of  the  face.  There  has  been  no  irritation  of  the 
skin,  and  the  general  health  has  always  been  good. 

At  the  present  time  the  skin  of  the  entire  body,  including 
the  neck,  forehead,  and  marginal  parts  of  the  cheeks,  is 
covered  with  closely  set  papules  varying  in  size  from  a  pea 
to  a  threepenny  piece.  The  colour  for  the  most  part  is  a  dull 
pink,  or  in  places -brownish,  while  about  the  face  the  spots 
are  faint  and  have  a  lemon-yellow  tinge. 

The  eruption  does  not  fade  on  pressure,  and  is  not  raised, 
but  on  friction  of  the  skin,  especially  of  the  back,  the  spots 
become  distinctly  elevated.  There  are  no  wheals.  Xo  signs 
of  irritation  are  present.  There  is  no  pigmentation  of  the 
mucous  membranes.  The  blood-count  shows  nothing  ab- 
normal, and  there  is  no  sign  of  visceral  disease. 
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LIV. — Cliancriform  Vlcer  of  the  Tonsil,  or  "  Vincenfa 
Angina.''  By  StClaik  Thomsox,  M.D.  Ed'hihited 
April  25,  1902. 

A  BOY  a?t.  12  was  shown,  illustrating  an  uncommon  form  of 
membranous  ulceration  of  the  tonsil  which  has  received 
little  attention,  although  it  has  been  described  on  the 
Continent  under  various  names,  such  as  "diphtheroid 
angina,"  "membranous  amyg'dalitis,"  "ulcerating  lacunar 
tonsillitis,"  and  the  "angina  of  Vincent."  The  latter  name 
was  given  to  it  in  consequence  of  the  discovery  by  Vincent  in 
the  membrane  of  a  spindle-shaped  bacillus  of  4  /i  in  length  and 
1  fx  in  width.  He  had  previously  discovered  the  same  bacillus 
in  the  dirt  of  hospitals  (Vincent,  Annales  de  VInditut 
Pasteur,  1895,  p.  488). 

The  boy  had  only  been  complaining  of  a  little  sore  throat 
for  four  days.  The  right  tonsil  was  seen  to  be  occupied  by 
an  oblong,  gre3'ish  slough ;  the  margin  was  vertical  and  not 
inflamed.  The  slough  Avas  made  up  of  a  pulpy  or  chalky 
membrane,  which  was  easily  detached,  and  exposed  an  ir- 
regular, ulcerating  surface,  which  bled  readily.'  The  rest  of 
the  throat  presented  nothing  abnormal.  The  glands  below 
the  angle  of  the  right  jaw  were  somewhat  enlarged  and 
painful.  The  margin  of  the  ulcer  was  not  hard  to  the  touch. 
The  temperature  was  only  99^,  and  the  pulse  84.  There  Avas, 
beyond  a  slight  soreness  of  the  throat,  no  general  discomfort. 

Time  had  not  allowed  of  a  bacteriological  examination. 

The  simdarity  of  the  condition  to  a  syphilitic  chancre  was 
obvious. 

P.S. — The  Ijacteriological  examination  did  not  reveal 
Vincent's  bacillus.  Under  expectant  treatment  the  condition 
improved  so  rapidly  that  at  the  end  of  a  week  the  patient 
withdrew  from  further  observation. 
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